wl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 sie 1 
\ ° 


\ 
Lm) R159 CERTIFICATE OF DEATH cia Lie 
3 FR 4 v. pe La - 2. rile Ge dlead (Where deceosed lived. If institution: Residence before admission) 
538 ‘3 _ Carroll MARYLAND |] ° taryland pes Carroll 

g g - b. fone ie RaeeR ts, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If Senne corporate limits, write RURAL ond give rlearest town) 

a x Rural, ‘Westminster 12 Days Rural, Westminster 


ia 


Pages 1 and 2 si 


or¥esthinster, Md. ReDey jjursing || Westminster, Md. ReD.l ves C1] NO ER 


3 Nez First Middle Lost 4. pee Month Day Year 
(Type or print) Florence Alverta Attlesperger DEATH 8/20/56 19 


5. SEX 6. COLOR OR RACE |7. maRRIED{_] NEVER MARRIED [7] | 6. OATE OF BIRTH 9 AGE peas iF UNDER T YEAR| IF UNDER 24 HRS. 
Female White |woower fy —oworceot | 2/10/1880 76 a | ae hg ae 
100, USUAL OCCUPATION (Gi ind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
| aera UeSshe 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
haay. Dubbeqer 
‘Noe None Archie, F. Tucker, R.D.1, “estminster, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] ONO TERVAL BETWEEN. 
PART I. DEATH Was CAUSED BY: ZY ( J nee ead ea 
; IMMEDIATE CAUSE (0 LVAAA A Re JN LPRA AA AA ‘4 A 


d. NAME OF HOSPITAL (iF not in hospitol, give street oddress) Glover | d. STREET ADDRESS Bi 1S RESIDENCE 


— 


Then please remave carbon papers. 


5 f\ / 
d UE TO C) v SO Pare “ 
Conditions, if any, which . 
gore rise to immedion (1 


couse (0), stoting the under. 
lying couse lost. () 


Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 


PERFORMED? 
Yes] NO a 


20a. ACCIDENT Mi Ma ind o 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED —|20e. PLACE OF INJURY IHome, farm, | 20F. (City or town) (County) (Stote) 
Hour on. While Not while factory, street, office bldg., etc.) | 
Pim. W lot work [J] ot work [J t 


21. | certify thot | attended the eased ee) eee ta, (A anp dl) 19% lathat | last saw the deceased 


rs 
Q 
< 
4 
= 
5 
& 
8 
3 
ray 
2 
= 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


@ hospital or attending physician. 


olive on_. 


, and that(geath accurred ot Aft , fregh the causes and an the ee abave. 


R: After this certificate has been signed by the attending physician and completely filled in by t 


state) NED 


ae eS 


Z2o. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, of county) (Stote) 
AHOVAL Gpecinn 8/23/c6 Methodist Cemetery Union Mills, Carroll Co., Md. 

23. pu \L DIREGTOR'S SIGNATURE {> Al +} ‘24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 

Vs A15 (4) VA? see ) rp. “bittlestom, Pas >} 2 Ab 

Vea 9735 hn OAL OAS Ms RY es 2 DATE 7 as ari qh yp, 


the registrar prior ta burial, crematian, or remaval, and in any event within 72 es jeath. 


page 3 should be detached far use as the burial-transit permit. 


TO HOSPITAL ©} 
may be retain 
TO FUNERAL Di 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


i) 
8160 CERTIFICATE OF DEATH 081° 


= - Reg. Dist. No. 
2 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence before odminsion) 
5 °. °. b. COUNTY 
A 83 re MARYLAND Maryland Balto. Cit; 
2 arroll arylani e y 
ce an b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
se Mm \X<|_ "“ Sykesvilie Léy.6mos. 2 Baltim 
ba 2 ykesville 6y.Omos. 26d ore wv 7 
- 2 a if at ¥ 
= & d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADORESS e. 1S RESIDENCE { 
S ro OR INSTITUTION ‘ ON a fy G 
er ofield ; unknown yes] No fg 
£ 35 n Dua S] 9 
a 3. NAME OF First Middle low 4. DATE Month Day Year 
aes (type or pein) Florence BAILEY beara August 27, 19 56 
es. ° 5. SEX 6, COLOR OR RACE | 7. MARRIED ([] NEVER MARRIED ff} | 8. DATE OF BIRTH 9, AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 e* low birthdoy) [Months] Days | Hours] Min. 
2 af Female White — |wiooweo 0 pvorceo—] | Feb. 7, 1877 yes 
3 =. ae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
yo eae /_ $8ting est of working life, even if retired) 
bopst Seamstress a aryland U.Sehe 
® O89 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
 §8% 
a es Unknown Unknown 
= £ 8 3 15, WAS DECEASED EVER IN U: S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address 
4 a [Yes po, oF unknown) {tf yea, give wor o dates of service! 
Be 2a No ‘ Springfield Hospital records 
2 sf ; 
8 g & s 18. pe = pa eae ba per line for (0), (8). ond (c).] PT ERVALS ea eceny 
Pe Re . IMMEDIATE CAUSE (0! enbolisn 
5 fF DUE TO 
> 

= Bz> Conditions, if ony, which )__Septicemiz Weeks 
$3 ZES goye rite to immediote 
ae cote (0), stoting the under. ( OVE TO 1 back Weeks 
Sesaua lying couse lost. _Gangrenous ulcer _on upper ba 
oe%s lying couse (c). L_Uppe: 
AG ge ee 
385° z Past IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]19. WAS AUTOPSY 
be8 2s ale ———————— PERFORMED? 
E858 |S Psychosis with cerebral arteriosclerosis ves J nod 
Foss = |20a. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
ae & | OR CONTRIBUTING L] CAUSE OF DEATH 
agge 5 © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
G2 .¢ = 
2 oESE & [20c. TIME OF INJURY Month, Dey, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
=95.- Bo 6 Hour 0. m. While Not while foctory, street, office bidg., etc.) ! 
Esi?5 = p.m. 19 Jot work [1] of work (J H 

= oS 
gaa. 21. | certify thot | ottended the deceased from duly_1.________, 1950, to. August 27 _., 19.56 that | lost saw the deceosed 
Z a : 
Bs : 5 olive on_Augnat 27, .__, 12_56.__, and thot death occurred ot _225PM, from the couses and on the dote stated obove. 
E*Qs 2 ADDRESS (Street, city or town, stote) DATE SIGNED 
<a e ACTUAL 
ax of 8 SIGNATURI 
3 Pope PHYSICIAN'S 
Ssaz2e NAME (Tye) Walther H. Sonnenfeld _Sykesville, Maryland 
cess bah direst Mottin AL aie 
BLES Ze. BURIAL, CREMATION, | 22b. DATE THEREOF Te. NAME OF CEMETERY OR = 2d. LOCATIPN (City, town, or county) (Stote 
S553 pone |p 2 7. Se a, ZZ 
OFo ke beta ee - 62 | 2772 le A LL CAM ADMOEA Le 
BS 23. FUNERAL DIRECTOR'S SIGNATURE ra y, . 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


A \oe ELISE, CO. Te 


Tenors) A ptt tbe Ag } 


TO HOSPITAL OR ATTENDING PHYSICIAN: Teele requires thot the death certificote be executed within 24 hours 


v 
V 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1893 
18193 
8161 CERTIFICATE OF DEATH 


ani 


ned Reg. Dist. No. 
ie 4 
& 3 be 1s nee DEATH 2 eid RESIDENCE (Where deceased lived. If institution: Residence befare odmission) 
Y 2 o. Qo. b. COUNTY 
es Carroll MARYLAND Maryland 
a . b. CITY OR TOWN {If outside corporote limits, write jc, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest lown) 
8 s2 RURAL and give nearest toma 
yo 32 Rural - Sykesville 5 months Baltimore VO fe 
= & d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS fe. IS RESIDENCE 2 
26 a oR INSTITUTION ON A FARM? # 
sa Springfield State Hospital 3253 Chestnut Avenue ves (] No [3 
z 
° 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
- % DECEASED OF : 
3 (Type or print) HERBERT EDMUND BAKER DEATH 8 29 ig 56 
& I S. SEX 6. COLOR OR RACE ]7. MARRIED [] NEVER MARRIED fy | 8. OATE OF BIRTH 9. AGE (ln yoo If UNDER 1 YEAR] IF UNDER 24 HRS, 
urthdoy| Month: He in. 
4 |_ Male W wiooweo [] —oivorceo 5/7/87 slaty stk: Heid 


100. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


<i t n Maryland USA 


13. FATHER'S NAME : E 14. MOTHER'S MAIDEN NAME 
Benjamin Baker Elmira Krout 
16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes. no. oF unknown} UF yes, give wor or dates of service) 
unk 503.9119 | Record, Springfield State Hospital, Sykesville 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


PARTI. DEATH MESIATY Cast jo) Coronary ocolusion 


Then pleose remove carbon popers. 


ate has been signed by the ottending physician and campletely filled in by 


DUE TO 
s Conditions, if ony, which w_Arteriosclerotic heart disease 
E gove rise 10 immediate 
es cate (0), stoting the under: ( CUETO 
es lying couse lost. e 
285 z Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]]19. WAS AUTOPSY 
x = 
ne | g|Chronic Brain Syndrome assoc, with CNS, syphilis, peningo~encephalitic, | vs nop 
ae = (200. ACCIDENT WAS UNDERLYING [1 __ | 20b. DESCRIEE HOW INJURY CCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
£ & [OR CONTRIBUTING CI CAUSE OF DEATH 
e32 G | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
cea) & ]20c. TIME OF INJURY “Month, Doy. Year ]20d. INJURY OCCURREO —|20e. PLACE OF INJURY (Home, form, | 20f. (Cily or town) (County) {Stote) 
oS. 8 8 Hour 0. m. While Not while factory, street, office bidg., etc.) | 
sk? 3 p.m. 19 fat work [J ot work [J C 
e528 a g Ks) mk 
$$ 21, | certify that | attended the deceased fram... 4 7 eee Mol se Sosy tia that | last saw the deceased 
<2 | tiie. f 
veh 3 alive an_____ 8/29. Sato 12...56., and that death occurred at. DK Ham the cause’ and an the date stated abave. 
=o 3 tae , ADDRESS (Sireet, city or town, stote) DATE SIGNED 


*: 


the registror prior ta buriol, cremation, or remavol, and in any event within 72 hours ofter deoth. 


. 
t-4 za 
222 PHYSICIAN'S 
tai NAME (Type) a ee ee a a 
rd z 2 Zid. LOCATION (City, town, or county) {Stote) 
o . : 

Ege Pikesville, Md. 

= 2ab. REGISTRAR'S SIGNATURE // 


a 


A 


a} 
Ss 


" 
2 ERA 


£ 
Red 


LL LE igs 


== Y 


Al 
» 


} 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certifi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08134 
Q CERTIFICATE OF DEATH 


oval 


5. SEX 6. COLOR OR RACE |7. MARRIED DY.NEVER MARRIED (_] | 8 CATE OF SIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost bicthdoy) Min. 
Female White —_|wiowenQ _ovorcto 8~-2~ eM pales ad eae 
Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
oknowr Eteeoetanl Maryland U.S.A . 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Inknown Unknown 
1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no, oF unknown} (IF yes, give wor or dates of varvice) 
Ee a, agile Hospital records 


z ) 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond {ch-} INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED 8Y: : 
TMMEGIATE CAUSE fo Coronary occlusion 2~hrs. 


QUE TO 


- os QD Dist. No. 
s % 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If initution: Residence before admission) 
ad 2 a. b. COUNTY 
© 2 Carroll pga Maryland Allegany 
2 © b. CITY OR TOWN (if outside carporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {IF autside corporate limits, write RURAL and give nearest town} 

i 9 
g 53 ™~ RURAL and give nearest town) a; 
res Se ) | Sykesville, Maryland Cumberland, 
é € . “S] Fd NAME OF HOSPITAL (If not in hospital, give street oddress) od. STREET ADDRESS @. IS RESIDENCE 
6 BN OR INSTITUTION ¢ ‘ON A FARM? 
oes Springfield State Hospital 11 Grand Avenue yes C] No Of 
oa c z. 

3. NAME OF i f ‘ 

= = DECEASED First : Middle Lost a Month Doy Yeor 
& 23 (Type or print) Catherine --- Becker DEATH 8 13.1956 
z 8 
= a 
= 
at 
s 
3 
$ 
4 
3 
o 
E-} 
i 


ica 


Then pleose remove corbon papers. 


is Certificate has been signed by the ottending physician and completely filled in by 


= Conditions, if ony, which ( Generalized arteriosclerosis 
E gave rise to immediote 
& couse (a), stating the under. ¢ OVE TO 
eo lying couse lost. 6. 
Sco eal eS 
Be5 rs Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
S55 ish PERFORMED? 
pos & . 
as% & Senile psychosis - agitated, depressed type yes] NOC] 
eo3 & [200. ACCIDENT WAS UNDERLYING CJ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 18.) 
55 6 & | oR CONTRIBUTING [J CAUSE OF DEATH 
22 G JCF EITHER, NOTIFY MEDICAL EXAMINER) eas 
s = 
= ee z 5 
356 & ]20c. TIME OF INJURY Month, Day, Yeor 120d. INJURY OCCURRED —_[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (Cou (tote) 
5.2 8 5 oven! Rita? am asuains fectory, sree, office bldg., etc.) | ney) 
Sire = eet 19 Jot work [[] of work ares { nae 
. ee 
3 23 21. | certify that | attended the deceased from..2—)e ,19.49., to 813 __., 19.56. thot | last saw the deceased 
< ‘ 
2g 3 alive on eRe .atas, Wg 6... and that death occurred ot_8330Pm, fram the causes and on the date stated abave. 


the reglstror prior to burial, cremation, or removal, ond in ony event within 72 hours ofter death. 


ACTUAL 
SIGNATURE 


PHYSICIAN'S 2 
NAME (Type}__Morre]] N. Mastin, M.D Sykesville, Maryland 
22a. BURIAL, CREMATION, | 22b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY ‘Yd. LOCATION (City, town, or county} {State} 
pegealels (Specify) Fy * 
remova. -- U. of M., Paltimore Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
15 (4) > 
Yay? DATE ae Weer 


E-S¢ 


page 3 shoul 


moy be retaine 
TO FUNERAL Di 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18  {} 81 a0 
8163 CERTIFICATE OF DEATH Rage Oise BS 


st 
3 ES 1 ee nell 2 Pore! lage id (Where deceased lived. If institution: Residence before odmission) 
°. b. COY 
i MARYLAND 
2 A AiAP AD AR 
B. CITY OR TOWN (IF autside corporate limits, write c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
| ; RURAL and give nearest town) Sy 
he a N 6 Ale NEw jv LAIN SA 
aN d. NAME OF HOSPITAL (If not in hospitol, give street oddress) . d. STREET ADDRESS / |e. 1S RESIDENCE 
Of INSTITUTION ON A FARM? 
(Ee seo ae AAA JS SS or 120 NO 
3. NAME OF Fint Middle 4. DATE Month Year 
DECEASED 


(Type oF print] AR LA STEN Beare A OF 19956 


5. SEX 6 color = RACE |7. MARRIED Z-Never MARRIED [_] | 8. DATE as 81RTH PAGE | tn yee iF UNDER T YEAR] IF UNDER 24 HRS. 
owoscen por 33 SB onl ad 
E ’ ceo yh oa 


. USUAL eet lles| eye kkind of roe Ob. KIND OF BUSINESS OR INDUSTRY |‘IT. BIRTHPLACE (State or Foreign country} es ay WHAT COUNTRY? 


NER MARYLAND 


14. MQ MOTHER'S MAIDEN NAME 


5. WAS DECEASED EVER IN U. S, ARMED FORCES? bp MORAN Address D 
{¥es. no. oF unknown) {IF yes, give wor or dates of service), - D 
| fe BN il ee ew RAE KLACHSTEN EW WIND 


Pages 1 aged 2 
= 


4 


Then please remave carban papers. 


|, cremation, or remaval, and in any event within 72 haurs after death. 


signed by the attending physician and campletely filled in by 


| [18 CAUSE OF DEATH [Enter o on hipaa reovie par liber (eARIbE Bc Ahh INTERVAL BETWEEAY 
PART I. DEATH WAS CAUSED BY: ? : peewee: 
IMMEDIATE CAUSE ee ee: 742 Are, 

DUE To 

Conditions, if ony, which w_ ue Te <P CveE DF  Zige 

gove rise 10 immediate a ee ’ 
couse (0), stoting the ynder- ( PVE TO 
« lying cause lost. to. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires that the death certificate be executed within 24 haurs offer death: Page 4 


£ 
& 
g7% 
385 é “Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
Rae | ae 
£33 Ns . Ve 2 ves] no [] 
PoB © [20 ACCIDENT WAS UNDERLYING C]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 18.) 
‘Sane & | OR CONTRIBUTING CO CAUSE OF DEATH 
sce & | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
SEs & [2c TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, { 20f. (City or town} {Count (Stote) 
3 Vv y) 
Sh a Hour an i While Not while foctory, street, affice bidg., etc.) } 
si 5 3 p.m. lot work [1] of work [J ' 
sc 5 a 4 
size 21. | certify thot ig 7 the deceased from.____ tea 70, 19.5%, 10.8 /2 5, 19 F@ that | last saw the decease! 
t = 
2 a 3 5 alive an_____.. RIE: nut 2h Whe, and that death accurred ot_7__2M, fram the causes and on the date stated abave. 
a BS ADDRESS (Street, city or town, state} DATE SIGNED 
. 3 5 / SGNATUR mA, Be, obo aen Mt, Bus. ae Ne Me™» & [2 YS; 3G 
et 
Ds eek PHYSICIAN'S 5 
eget muses ZZ. z LobenT ie NEW WINDS Oley Ade Ba 
23 Co ? [ 220. BURIAL, CREMATIC iieas Faas NAME OF CEMETERY OR Pa a ‘Wdy LOCATION (City. - ‘or county} (Stote) 
>. ~ 
pees Roe LF HERAN SHU IUN MS b 
b=4 (eh Uy AE ‘Qdo, REC'D BY REGISTRAR hee pote AGNATURE 
YS AI5 (4) 
13M 9/55 oateLhiy AYE = 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, = as 136 
» 8184 CERTIFICATE OF DEATH 


ol 


is Dist. No. 


ss 
3 ‘$ ee ie La DEATH ty OsGae RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
os a a. 
32 Carroll manvtano |! Sry tand COUNTY \Garroda! 
a] sg wt b. any OR TOWN {it Fae ce as sciity 4 ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give rearest town) 
* ‘ond give nearest town Y Bs ft a é 
§2 A} Rur Nr. ocean Life Rural, Nr. Westminster (Silver Run) 

& a. Oe INSTITUTION At (tf not in hospitol, give street oddress) d. STREET ADORESS e eG 
is Westminster, Md. R.D.1 Westminster, Md. B.D.1 aes 
ad 
5 3. NAME OF First Middle low 4. DATE Month Day Yeor 
= eae So Mary Cathertine Bowman Dern = 8/18/56 19 
Qo 
oS 
2 


5. SEX 6, COLOR OR RACE | 7. MARRIED [NEVER MARRIED (O {8 DATE oF Birt 9. AGE ( Ca IF UNDER 1 YEAR| IF UNDER 24 HRS. 
is Y Month: Min, 
Female White —|wirowe _ovorceo | 11/29/1869 ‘ae eae rae ESS i 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KINO OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
} during most Bed life, even if relied) 
Houser ousewor! Own home Carroll Cosy Mde 


UsSeAe 
13. FATHER'S ae 14. MOTHER'S MAIDEN NAME 


Albert Schaeffer Elizabeth Morelock 


15. WAS peagg 2 TS U. Siete Cees 16, SOCIAL SECURITY NO. |17. INFORMANT ecyost a 13 prsrrndrdddress 
fet, na, oF unknown 701, give wot oF service 
D Ee None Augustus Bowman, R-D.1, ot, Westminster, Mde 


18, CAUSE OF DEATH [Enter anly one cause e line for fo}, (b), and (c).} INTERVAL BETWEEN 


1 AND DEATH 
PANTIRGERTGH AS CAUSED Rte CRR CLIN ON fe oF Gale @L A DDER 


DUE TO 


Then please remave carbon papers. 


Conditions, if ony, which " 

gave site 10 Immediate 

couse (0), stoting the under: ( OVE TO 

lying cause last, tc 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo) ]19. Meco ne 


yes] NO & 


20a, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour o. 9. While Not while foctory, street, office bldg., ra 
p.m, 19 lot work [] ot work [J 


21. I certify that | attended the deceased from. AA AN 2, 92h, —FLGIET. AS ASSMeMhot ls loclisaw shencecanted 
alive on iV Sr 8 .--. and that death occurred at 52 L5P om, fram the causes and on the date stated above. 


ADDRESS ae city or iZ stote) DATE SIGNED 
Moles ar vn Aen _| fie te SO 


After this certificate has been signed by the attending physician and completely filled in by 
MEDICAL CERTIFICATION, 


letached far use as the burial-transit permit. 
the registrar priar ta buriol, cremation, or remaval, and in any event within 72 haurs after death. 


¢ haspital or attending physician. 


hi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires that the death certificate be executed within 24 haurs after death: Page 4 


ACTUAL 
> Sn 

$53 CLAN D 

3S PHYSICIAN'S 

eg mii 2 2» PoTTAR MD. LEST oigN TR. 3 

ee eee 

3 2 ee No. Horst mn ‘Wb. DATE THEREOF ‘We. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
22D 

258 pitts 8/21/56 Marys Cometers i Rum,_Ca on, ld 

i 2a, REC'D BY REGISTRAR | 24b, REGISTRAR'S S SIGNATURE . 

AIS (4) a 
Yea yes) LA Dare {4 MAE D Llu hka, 


ood 


08137 


P MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4 : 8165 CERTIFICATE OF DEATH neath SA 


sé 

3 : "is ea % gel RESIDENCE (Where deceased lived. If institution: Residence before odmission) 

- oF | ™ . a b. COUNTY 

33 Carroll “ee Virginia ae 

x] o b. CITY OR TOWN {If outside corporole limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

52 RURAL ond give nearest town) 

52 Rural = Sykesville since 6/28/55] Arlington 

& de OR METTUTION og (If not in hospital, give street address) d. STREET ADDRESS e. aS 

= Springfield State Hospital 1353 W. ist Street vest] NoWy 
nod 
5 3. NAME OF First Middle ost 4. DATE Month Yeor 
A (Type or print) Sidney Robert CLARKE DEATH id upuvt Zz 19 SZ 
ge 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER } YEAR] IF UNDER 24 HRS. 
= male white low prahdoy) Doys Min. 
eae eee Soccer 8, 1076 | Pe eee et 
a 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR/INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
z 3 during most of working life, even if retired) ? 
pe Carpenter~elect = ¢ Virginia United States 
3 oe 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
A 2 unknown unknown 


J . Nao eascenare oe Plate nie ee 16. SOCIAL SECURITY NO. ]17. INFORMANT Address. Sykesville, Md. 
>| _no = unknown Recards of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).) INTERVAL BETWEEN 


DEATH 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) le tre 


¢ DUE TO 


Then please ret 


Cerebral vaveunlayry aeerdeut | te 


= Conditions, if any, which 
£ gove rise to immediate 
5 couse (0), stating the under. ( DUETO 
= lying couse tost. te 
5 om gee SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART wel]! Was aurorsy 
CB Sar <1 me Reece 7 Hitturvrbanee YY! Aa) cerebral arteric fe PERFORMED? 
wit 7 te 2, re ves BR No (J 


20a, ACCIDENT WAS | YING O ‘20b! DESCRIBE how INJURY OCCURRED. (Enter nature of injury in Port 1 or Part II of item 1B.) 
‘OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER. NQUFY MEDICAL EXAMINER) ee 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (Home, farm, H ‘20F. (City or town) (County) (Stote) 
Hour_a. 1. White ile coda, f2Ctory, street, office bldg. etc.) aN 
p.m. 19 [ot work C] meen o H ba 


21, 1 certify thot | attended the deceased from_Febs 3, 19.56, tolfasult 4 19 SE shat | last saw the deceased 


MEDICAL CERTIFICATION: 


OR: After this certificate has been signed by the attending physician and completely filled in by. 


detached far use os the buri 
the registrar priar ta burial, crematian, or removal, ond in any event within 72 h 


y the haspital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


alive on bf bY ys, We. and that death occurred at_¢@__7 rom the causes and on the date stated above. 
4 He ADDRESS (Street, city or town, stote) DATE SIGNED 
a ACTUAL ae. Boke nes 
=: Oe So ain mo... Springfield State Hospital 2/%/. 4, 
Faz 
Hie 
2 z 2 BAME (type) LuUsTHAUsS nykesvill A i a ee Sicha 
3 4 " NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) ae” 
roo ? 
Eo8 hw 4 Abe C41 A CA KA 1G AKL, i Gq. 
. 


24a. REC'D BY fod ‘2a. REGISTRAR'S SIGNATURE 
ee 


Zz pate f-O° oy ZZ 


vs ae 4) 


a 
= 


MARYLAND STATE <0 qa OF ‘whagbiieaatiniceaeet ts 18 
Items 9,12 FilmG201 CATE OF t 08139 
ERTIFIC F DEATH Oy as 
% ee alae few {Where deceased lived. If institution: Residence befare admission) 


b. COUNTY 
aaa Worcester 


b. CITY OR TOWN (If outside corporate limits, write [¢. LENGTH OF STAYIN Ib || __c. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neores! lown} tr 
oryt 8 days Poecomoke y oo. 


d. NAME OF HOSPITAL (IF nat in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Henryton State Hospital Unknown yesO] noO 2? 


3. wane ep First Middle Lost 4, DATE Manth Doy Yeor 


(Type or print) John Colfield Bear 8 a2 48 56 


5. SEX & COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | © DATE OF BIRTH 7 AGE In yor [FUNDER 1 YEAR] IF UNDER 24 HRS. 
urthday| Manths! Dey Hi Min. 
Negro wipowep [] Divorceo Unknown va en 3 
Toa. Male OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
- during most of working life, even if retired) 
6 Unknown, Dele. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


ol 


‘unerol director, 


ted in by. 


in 24 hours after deoth. Poge 4 
ene 


Pages 1 ond 2 sauuld b, cee 


Unknown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. }17. INFORMANT Address 
», | fas. no, oF unknown) {it yes, give war or dates of service) 
Unk. Unknown None 


18. CAUSE OF DEATH [Enter only one couse per fine for (0), (b}, ond (c}.) INTERVAL BETWEEN, 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 2 
IMMEDIATE CAUSE (o) Miliary tuberculosis, bilateral, active, malnubri= 


‘f DUE TO tion 


cate be executed wi 
urs ofter death. 


Then pleose remove corbon papers. 


Conditions, if ony, which 
Gove rise to immediate 
catse (0), stoting the under- 
lying couse lost. 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}} 19. Ace 
yes(] nol] 
200. ACCIDENT WAS_UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
—$—<——— 
20e. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, 1 20f. (City or tewn) (County) {Stote) 
Hour a. m. While Not while factory, street, office bldg., etc.’ uF 
p.m. 19 Jot work (J ot work (J 


21. | certify that | attended the deceased fram.__.... Beli= 1958_, to. “12=., 1956..,that | last sow the deceased 


6. -;-, ond that death occurred atZ320._AM, fram the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


mo, Henrytons 


‘OR: After this certificate hos been signed by the attending physician ond completely 
MEDICAL CERTIFICATION. 


'detoched for use as the burial-transit permit. 


the registrar prior to buriol, cremation, or remaval, and in ony event wi 


& 


Nameiyes Tom F, Vestal, M. D., Supt. 


Wis. BURIAL, CREMATION, | 2b. DATE THEREOF Zc, NAME OF CEMETERY OR rs 72d. LOCATION (City, tawn, oF county) 
HEMOVAL (Specify) 
Baltimore Maryland 
ra DCnECOR Poy, AE GI Baa, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
la, fa Labi lt DATE 8~1)- 6 VY bk swale 


may be retoineg by the haspital ar attending physician. 


TO FUNERAL D, 
page 3 shau! 
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MARGIN deen 


{ 


FOR BINDING 


VS. A15 — 10-53 & 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


please write the causes of death clearly and legibly. 


correct age is especially important. Physicians 


7 il 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 1811814 () 
8167 CERTIFICATE OF DEATH Reg. Dist. No. So? -F.3.. 


1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county Carroll MARYLAND state Maryland county 
cory (1f outside corporate limits, write RURAL] LENGTH OF STAY CITY(If outside corporate limits, write RURAL and give nearest town) 
and give ese ay S this place) OR s 
fown *™ Woo YrSe TOWN Woodbine 4 
HOSPITAL OR STREET (If rural give locatlon) 


, INSTITUTION OR ADDRESS . 
) STREET ADDRESS 


3. NAME OF First) (Middle) (Last) 
DECEA: D: ‘1 
DECEASED.» GAWIA Ss. COVNAWA IRY GE 


‘ DEATH: - 27 1956 
3. SEX: 6. COLOR OR ]7. SINGLE, MARRIED, 8. DATE va BIRTH: 9. AGE last birthday] ir unoens vem | If Unoen 24 Hae, 


4 RBH Sf ie ge pocey 2.21968 | vy dn Days | Hours | Min. 


‘4. DATE ay (Day) (Year) 


10a. USUAL, OCCUPATION (Give kind off 108. KIND OF ‘BUSINESS “i. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
work fare during most of working life, OR INDUSTRY; COUNTRY? 
even if retir ~ 
owner Maryland Se 
13. FATHER’S NAME; 


14, MOTHER'S MAIDEN NAME; 
Clemetine Penn 
SOCIAL SECURITY NO. 17, INFORMANT & ADDRESS: 
none Mrs, Mamie Swanson, Woodbine,MU. 


18, MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 
¢ 


oy ie x e 
/|MMEDIATE CAUSE (Ad _ Conalrc. a —4¢ hoya 
DUE TO 
ANTECEDENT CAUSE (8) 


t 
DISEASES OR CONDITIONS. IF ANY, (B) Conckne eta 
GIVING RISE TO THE ABOVE CAUSE 


STATING UNDERLYING CAUSE Last, DUE TO 


ee eee . . 
° 
(Cc) = 
Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 


William P. Conaway 
tS. Waa DECEASED EVER IN U.S, ARMEO FoRCEST 
(Yes, nowt unk.)| (If Yes, give war or dates 
ys A Oo of service) 


INTERVAL BETWEEN 
ONSET AND DEATH 


DISEASE OR CONDITION CAUSING DEATH. 
19a. DATE OF OPERATION: 


198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


ves {a} No Bd) 


21ic. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


2 
21a, ACCIDENT WAS UNDERLYING (1) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21b. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


218. PLACE (Home, farm, factory 
OF INJURY street, office bidg., etc. 


21e INJURY OCCURRED 
While Not while 
at work at work 


21F. HOW DID INJURY OCCUR? 


M. 


22. I hereby certify that I attended the deceased from ¥..22__ , 19$6, to i aa ef. 19.36 that I last saw the deceased 
alive on aD ee Ls 1998, and that death occurred at 6 = from the causes and on the date stated above. 


IGNATURE ADDRESS DATE SIGNED 
: aioe Sy Kerb. feel Y. 27.86 


DATE THEREOF | NAME OF CEMETERY «tet | LOCATION (City, town, or county) (State) 


8-29-1956 Ebenezer Carroll Co., Md. 


23. BURIAL, CREMATI 
REMOVAL (SPECIFY) 


IN, 


Ree BY ae REGISTRAR’S SIGNATUR ; 1 | 24, FUNERAL DIRECTOR ADDRESS 
Mig LE LSE Ailes Mehul C, M, Waltz, Winfield, Md. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 814 1 
CERTIFICATE OF DEATH Reg, Dist. No 


1. PLACE OF DE é < eceosed lived. If institutio (x idence before admi 
a 


onl 


tsidk corporote limits, write RURAL ond give nearest town} 
town) 
0 


nerol director, 


[\ 
d, NAME OF HOSPIT) i not in hospital, give street oddress) 4 f $ IS RESIDENCE 
A 


OR INSTITUTION 
—VAe neg ves ENO [] 
3. be 3 cae Ft First Middle lost sen Month +) Year 
feel TL SORT DO [Ye BEL ac 6 if 1% 
5. 6, £QLOR OR mace 7. magigo [ENEVER maReied [] | 8 bo Yas RTH 9. AGE (tn yeofs [IF UNDER YEAR] IF wine 24 HRS. 
O aoe Min. 
To. USUAL/OCCUPATION (Give kipd of work done] 10b. KIND/OF BUSINESS OR INDUSTRY [11, BIRTHPLACH (Siote or foreign country) 12. CITIZEN OF WHAT FOUNTRY? 
Sb ete = fi _ v Chron Ultio< 
© Ai aol : Lo 
ea 


NT fy 
"Gre 
2 Ki D 
| ]18. CAUSE OF DEATH [Enter only one couse per Noe for (g). (D). ond one | hanks 2 INTERVAL fe 
PART I. DEATH WAS CAUSED 8Y: rauag naleah T aD Ae 2 | yes 
IMMEDIATE CAUSE {0} ————— 


f DUE TO 


hours ofter death. 


Then please remove carbon papers. 
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ns, if ony, which 
gove rise to immediote 
cotse (0), stoting the under. 
lying couse fost. 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTIN( Osh ATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PAST Ifo) |19. ward ITOPSY 


RFORMED?4 
we 0 no 

200, ACCIDENT Was. ES (__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port Wl of item 18.) 

R CONTRIBUTING LC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 208. (City or town) (County) (State) 

Hour a.m, While Not while factory, street, office bldg., Ca 
p.m. lot work [7} ot work a / 


21.1 certify. 1 attended the eer om! D Li, 2 ee Idd pil Cy _---, AZZ, that | last saw the deceased 
alive on____¢ Me: oh, we oy d shat death occurred at__ ) M, fram the causes and an the date stoted above. 


DDRESS (Street, city or wk DATE SIGNED 


(Stote) 


7/172? 


jires 


ate has been signed by the attending physician ond completely filled in by 


After this certi 
MEDICAL CERTIFICATION 


he hospital or attending physicion. 
Aifi 
tached for use as the burial-transit permit. 


* 


PHYSICIAN'S 
NAME (Type! 


may be retained 
TO FUNERAL DI 


CD 8Y Raina ‘Zab. pore RF SIGNATURE 
ORG. 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ 


rr 


QA 


death. Page 4 
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icote be executed wit 


5 
8 
£ 
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< TO HOSPITAL 
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eral director, 
be filed with 


Pages 1 ond 2 


Then please remove carbon papers. 
event within 72 hours ofter death. 
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R: After this cer 
jletached for use os the burial-tronsit permit. 


be tl 
bi 


may be ret 
TO FUNERAL 
page 3 should 


, cremation, or removal, and j 


the registror prior to buri 


Wi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


8169 CERTIFICATE OF DEATH ney. of GL 42 7¢ 


1, PLACE OF DEATH 2 ay avs RESIDENCE (Where deceosed lived. 1f institution: Residence before odmission) 
b. TY 
Carroll MARYLAND Maryland coun 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give neores! town) 
RURAL ond give nearest town) 


yrkesville 40 years Baltimore ra] 


d. NAME OF HOSPITAL (If not in hospitol, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
OR INS on ON A FARM? 


pringfield State Hospi 3819 Reisterstown Road ves C] No BQ 


3. NAME OF First Middle Lost 4. DATE Month Day Yeor 


DECEASED OF 
iiperpioh Elizabeth Cox bia August 7 1996 
5. SEX 6. COLOR OR RACE |7. MARRIED [2 NEVER MARRIED [7] |8. DATE OF BIRTH 9. AGE Lin yeor IF UNDER | YEAR| IF UNDER 24 HRS. 
eed Yi] Month: Do: Har Min. 
Female White wioowep [1] pivorceo(}] | 4-1-1875 Bloons. | age 2 Ie my 
Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ring most of working life, even if retired) 
lousewife Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John C. Kornmann Elizabeth Smallwood 


Ne WAS ee U. S. ARMED —— 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no, of unknown} {IF yes, give wor or date: of service) 
No ------- Hospital Records 


1B. CAUSE OF DEATH [Enter only ane cause per line for {a}. (6), ond (c).] INTERVAL BETWEEN 


PART. OATH aSiiecaee joy__Cardiac decompensation Days 
ifs ‘ DUE TO 
Conditions, if ony, which w__Arteriosclerosis fany years 
gove rise ta immediate 
cote (a), slofing the under. ( CUETO 
lying cause lost. e) 


A 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)] 19. ps oh 
Manic depressive psychosis ves] NOC] 


20a. ACCIDENT WAS_UNDERLYING 40 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Port Il of item 18.) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(Ie EITHER, NOTIFY MEDICAL EXAMINER) 


STP OnSnar verte ec aarrrreraenr ers 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour a. m. While Not while foctory, street, office bidg., a 4 
pm. 19 fot work [J ot work (CJ 


21, | certify that | attended the deceased from,_____. PEO vt tomas , 1922__,that 1 fast saw the deceased 


alive on_. £2, (peo and that death occurred ath: 50 AM, from the causes and an the date stated abave. 
ADDRESS (Street, city or tawn, state) DATE SIGNED 


MEDICAL CERTIFICATION. 


ACTUAL 
SIGNATURI 


nr Faso. wi or sor 2a, $ecrsTRA RS er 
ey 4 
Ss k 9, bared. U 19 ton hg 


a 
(c) Mas att TAU Oa 
TL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING y 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


19e. DATE OF eo 19b. MAJOR FINDINGS OF OPERATION 


° we 
Zis, ACCIDENT WAS UNDERLYRG [) | 21b. PLACE (Home, term, Igst@ty, Zic, WHERE DID INJURY OCCUR? (City or town) (County) 
OR CONTRIBUTING [CAI DEATH OF INJURY street, offic fe, etc.) 
{IF EITHER, NOTIFY MEDICA EXAMINER) 
2id. TIME OF INJURY (Month Bay) (Year) (Hour) 
M, 


22. 5 hereb 


2le. INJURY OCCURRED 2M. HOW DID INJURY OCCUR 
While tw] 
ot work orwenk 


ph << 4 a 


~ that | last saw the deceased 


rtify 
= 


The bottom copy’ may be retained by the hospital or attend’ 
certificate has been executed by the attending ph’ 


death certificate assembl 


tp iA 
Lttetf Ce.- 


2 = 
3 Se MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 
s 2. 18143 
oo ase 
fo 3% of 170 CERTIFICATE OF DEATH 
Mi yg £8 ae 
"3 Es Reg. Dist. No......7. Bests 
eo - = — = 
= pst 1. PLACE OF DEATH » USUAL RESIDENCE HOME) OF DECEASED 
‘ao Ll ) 
n= COUNTY MARYLAND STATE COUNTY 
od CITY — {li outside corporate timils, write RURAL LENGTH OF STAY CITY (if outside corporate limits, write RURAL and give nearest town) 
= £2 Xx OR er jive neerest town) ” 4 a {in this place) OR ” A t if 
oer g x TOWN Se G9) TOWN eteel . 
zn HOSPITAL OR ‘STREET 3 7 
s = , INSTITUTION OR ADDRESS . 
8. £8 STREET ADDRESS 
£ NES as 
NAME OF {First} (Middle) 81) (Year) 
4 2 DECEASED ‘ } Wy Vi ' 
\ pray £2 (Type or Print) 5) eck Z 
fia See 5. “SR 6. 1 OR 7, Ee DATE OF BIRTH 9, AGE last birthdey UNDER 1 YEAR |IF UNDER 24 HRS. 
ee) > WED, CED, p Months | Days Hours) Min. 
ee = 1273) Bel | iii 
= =" 10a. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSIMESS the TIRTLACE (Stote or foreign counsry) 12. CITIZEN OF WHAT 
£ cae: a. 7 dona ae most of ifeNeven i INQUST! COUNTRY? 
st ole» ZS AG 
2 Bak |e FATHERS NAM 14, MOTHER'S MAIDEN NAME = 
f= Es. é GF 1: ) , 
O 5223? On IFZ A“ aeeKr tEpte/ 
Fe £5 SE 8 [1X WAS DECEASED EVER INU. 5. ARMED FORCES? 16. SOCIAL SECURITY Be; INFORMANT & ADDRESS Tae 
O 2 2S= A] ves, no, or unk.) | (If Yes, give wer or dates of service) [47 $ WA j J phe, 
Quy Lm J ss om; Pc Eg ogh y Z 
= 4 2% Wu roel iz TPT ODO 7 WL £4 Ctlce< Er’ Caclbog 
ee as ga 18. MEDICAL CERTIFICATION f) 
we 2 & = I DISEASES OR CONDITIONS DIRECTLY LEADING TO PATS (/ 
£2 
= 
r 4 & et e714 IMMEDIATE CAUSE a) SO ge Pt ra ppt > cot = 
eZuss DUE TO 7 
2 8 ANTECEDENT CAUSE(S} 3 
6 2a. DISEASES OR CONDITIONS, IF ANY, (8) fA Cal = F eo. ae 
a FT af GIVING RISE TO THE ABOVE CAUSE ey, 
qize STATING UNDERLYING CAUSE LAST, DUE TO 
Re=ve TESS ie 
G2 Bee 
g27;8 
aby 8 
Ov 2 Fv 
Aa 
° 
z121) 
ere es 
zee 
aad 
& 
a / alive on. 4 gal , from the causes and on the date stated above. 
< 3 SIGNATURE pp Stroo!, clty, Sry, state) DATE 8 
wa ba a wh ALie 4 PY. bi J = 
= 5 ad [Ke] ION (City, town, or equunty) (Steje) 
2 
< 
° 
F 3 


TO ATTENDI! 


Ad: ‘ FIP ZLZ 5 
35. peeve oN, DATE THEREOF ABE OF CEMETERY OR ASORY 
if & Z 
tt - P3 (EZ Z, 
Ke, 


24, REC'D BY REGISTRAR REGISTRAR’S SIGNATURG 


2-56 |O 


+. a 
Be meets mr , er in\ eke 
996 G gas 


er es 5, oem 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = ()§ J 44 
» 8171 CERTIFICATE OF DEATH Races hss 


at 


Be (a 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

£2 ( MW eSO’" carront mannan || ° SE vo ny] and DCO Belte,City 

Be . b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

a ie Daltinore 

Y - dé. ORieritaeeie g {If not in hospitol, give street oddress} d. STREET ADDRESS e. hg aN 

= Sp ringfield State Hospital 3429 University Place ves C] NOX) 
5 3. NAME OF First Middle Last 4. DATE Month Doy Yeor 
3 (Type or print Minnie Estelle Wallace DONALDSON DEATH August 16 19 56 
Q 
td 


5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED (-] | 8. DATE OF BIRTH 9. AGE {in eon IF UNDER 1 YEAR] tf UNDER 24 HRS. 
2 Dabethoayy) Gwen : 
Female White wioowen [¥ _oworceo] | April 5, 1870 Ber) | Months] Dore | Hours | Min. 


10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Pennsylvania U.S.A. 


during most of ing life, even if retired] 
18 : 


jusewile ~ 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John Wallace Margaret Reed 


Ne WAS se ate re U.S. peeps! Spee 16, SOCIAL SECURITY NO. }17. INFORMANT Address 
. oF unknown) Fre wor or dates of service! 2 2 
Yo mone - Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢}.] 


_ PARTI DEATH MATE Cause (o._ALteriosclerotic heart dis 
. : 


Le QUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


Then please remave corban papers. 


ind in any event within 72 hours after death. 


Conditions, if ony, which . 

goye rise to immediote S 
catse (0), stoting the ynder- ( OVE TO 
lying couse lost. 


{¢) 

Past IL OTHER SIGNIFICANT Ct ITIONS CONTRIBUTING JO DEATH BUT T RELATED, THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
Chroni "Brain oya ‘ome assocrated with senile brain disease » WL eh PERFORMED? 
psychotic reaction ves fq No CT] 

20a. ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 16.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, farm, 1 20F. (City of town} (County) {(Stote) 
Hour 0. m, While Not while foctoty, street, office bldg., etc.) | 
p.m. 19 Jot work [1] of work 1] t 


¥ 19.5. that | last saw the deceased 


MEDICAL CERTIFICATION 


R: After this certificate has been signed by the attending physician and completely filled in by 


letoched for use as the burial-transit permit. 


the haspital or attending physician. 
the registrar priar ta burial, cremation, ar rem: 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


alive on__ August 16 ___, 12_22___, and that death occurred at 2255. PM, fram the causes and an the date stated abave. 
i ADDRESS (Street, city or town, stote) DATE SIGNED 
_¢ 11 lex hn f frente ff... Springfield State Hospital ____ 8/16/56 
an 
243 PHYSICIAN'S 
eae NAME (Type) Walther H onenfeld M.D aoitMeryi le Mervlend 
3 4 a4 ‘20. BURIAL, CREMATION, | 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (State) 
33D REMOVAL (Specify) Bp 
Ege Buria. @: 0/56 Montrose m Ph delph Pa 
= ; 5 SiG “ADDRESS” 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
SAIS (A) Yy oss 5 Ud. “es 
5M 9/55 VA. Daeg. / 7/756 0. Memny S14 


Yu 


3 °A Nvaana 


3661 OG ONV 


Ud Arsogu 


emi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a8 14 


a 9 CERTIFICATE OF DEATH Eta 
3 = 1. reaceee DEATH 2. USUAL RESIPENCE (Where deceated lived. If institution:,Residence before admistjon) 
= os a. 9 f b. COUNTY 
32 hott MARYLAND Nf eed, Be Ly22 
ic et ay fe ‘OF STAY IN Ib ¢. CITY OR TOWN (jf autside carporote limits, write RURAL ond give neareft town) 
5 5 RURAL pnd own) oh , 
? yay Mp 17 dled! Hancle- Lx 
- d. NAME OF HOSPITAL {If not in hospital, give street oddr yf d. STREET ADDRESS IS RESIDENCE 
a R INSTITUTION, ON A FARM? 
. ML. ves NO BY 
5 3. WAMEOF first Middle Lost 4. DATE Month Doy Yeor 
- DECEASED: 4 OF 
A en Phyyise Ke ttrrre Donegan) em 
oO 
& 


35 6 COLOR OR Fad 7. MARRIED [] NEVER MARRIED [] | DATE OF BIRLI/ (in 
p — 
abe Bible, winowen BX Divorced [] 3 AG- VEG 8 Z + vy) 

198. USUAL OCCUPATION (Give Kind of wark done] 10b. KIND OF BVSINESS OR INDUSTRY |11. BIRTHPLACE oe or eo county) 

papel sont of working fe, even if retired) 

Vee. P- 
Vas "Pe. NAME 14, MOTHER'S MAIDEN. thay 
Retin Yarns MW fo 

15, WAS DECEASED EVER IN U. $- ARMED FORCES? [16 SOCIAL SECURITY NO. [17 INFORMANT Karen 

Rcetemectr) ~  yhtiruigrace oral 

ai LA tth | top tel bt luo 


18. CAUSE OF DEATH [Enter only one couse per lipe for pe (bho pe i 
tel De Bp terty 


ithin 72 hours after death. 


INTERVAL BETWEEN. 
PART |, DEATH WAS CAUSED BY: ONSET-AND DEATH 
IMMEDIATE CAUSE {o} 


DUE TO 


Then please remave corban popers. 


Canditians, if any, which (by 
gove tise ta immediote 
cote {a), stating the under. ( PUETO 
lying cause lost. {e) 

Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DI Be CONDITION GIVEN IN PART 1(}|19. WAS AUTOPSY 

fi p c : DY p 

Mi © - WePrbrniae Whe fi oy ply type res) NOB 

a. ACCIDENT WAS UNDERLYING | 20b. DESCRIBE HOW INJURY OCCURRED. (Entke naturg af injury in Port | or Pot af item 16.) 


2 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED {20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (Stote) 
Hour a.m, While Not while foctary, street, affice bldg., etc.) ! 
p.m. 19 fot work [] ot work [] H 


21. | certify that | attended the deceased from. 19.553, to, KC _==, 19. SB. that | ost saw the deceased 
alive an__ b= Saeaak ee ery Sod =~ and that death occurred at_/ pM, from the causes and an the date stated above. 


MEDICAL CERTIFICATION 


R: After this certificate hos been signed by the ottending physician ond campletely filled in by | 


he hospitol or ottending physicion. 
fetached far use os the burial-tronsit permit. 


the registror prior ta buriol, cremation, ar removal, and in ony 


s 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours offer death. Page 4 


ia RESS treet, WV je town, Wh fel. DATE SIGNED 
,, ACTUAL 
Ugo SIGNATURI ! Spf. eS SO AAT Bs LG 
£52 Key, 
as PHYSICIAN'S 
eae NAME (Type! 
is a 
BEo Zia. BURIAL, CREMATION, ‘2b. DATE yee OF CEMETERY OR CaanToty 22d. LOCATION (City, town, ar count; stote! 
© y) (Stote) 
>I oO OVAL 7 y) fi 
328 S-AF- eS ! 
° Sale ; 
La 24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
VS AIS (4) oO 
15M 975 DATE_y ~~ | SMELL AT 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 
CERTIFICATE OF DEATH ‘ ug 


Reg. Dist. No. 7 
ar Cea peer (Where deceased lived. If institution: Residence befare odmission) 


©. STA 
MARYLAND * Maryland ® COUNTY Washington 
b, Sees TOWN (lf Rye corporote limits, write | ¢. LENGTH OF STAY IN 1b | c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
movies ; 
“Sykesville” Sy3lmos. 3 6days Boonsboro, Route #2 ¢. 


d. NAME OF HOSPITAL (IF not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR yr aateg! ON A FARM? 


pringfield State Hospital None yes [] No TK 
3. NAME OF Fiest Middle lost 4. DATE Month Day Year 
DECEASED 4 
(Type or print) Gussie 0. DUSING DEATH August 9 1956 
$. SEX 6. COLOR OR RACE |7. MARRIED PS] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In years [FUNDER 1 YEAR| IF UNDER 24 HRS. 


Female White wipowen [) ovorceo[] | Auge 22, 1897 ais a Pen | Porat aire aie 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign cauniry) 12. CITIZEN OF WHAT COUNTRY? 
durin ett ‘of working life, even if retired) 
sewire - Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Charles Jackson Cora Griffin 
Ue le Aa py cee EMG ORCES: 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
No = Springfield Hospital records 
18, CAUSE OF DEATH [Enter only one cause per line for (0). (b). ond ().] RSS Malt 
Tan poms eae Intestinal, ob 


ie DUE TO 


ode if any, which w__Megacalon of unknown cause 


gove rise to immediote 
cotse (0), stoting the under- DUE TO 
lying couse lost. (c) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)119. WAS yas 
PERFORMED’ 
Psychosis with mental deficiency. ves] No 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, es Yeor Fea INJURY OCCURRED 200. PLACE OF INJURY (Home, form, H ‘20. (City or town) (County) (State) 
Hour 0. m. Not wi foctory, street, office bldg., etc.) 
p.m. IM work [] of work 9 H 


21. | certify that | attended the deceased fram.___ dy, lugust_ 9. . 12. 2%.,that | last saw the deceased 
alive an. ast _§ nan------, 19.2*2____, and that death siaettred att Py, fram the causes and an the date stated abave. 


| Wy) 4 ADDRESS (Street, city of town, aoe DATE SIGNED 
WT LEUAI 4 
SGwatur JC LiF MD. ou. 


NAME (tree) 0onn d ep, Mervlend. 9g 


Ro. ase) Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State) 
specify] 
Remova a Baltimore 2 nd 
R 23. FUNERAL DIRECTOR'S SIGNATURE oRess 24a. REC'D BY REGISTRAR | 24b. peaenae ss SIGNATURE 
VS AIS (4) 
1SM 9/55 OATE eS SE eee) em fo Lies Weer 


(erp 


ol 


‘uneral director, 
Id be filed with 


4 


n 24 hours ofter death. Page 4 


Pages 1 ond 2 


Then please remave corban popers. 


: The law requires that the death certificate be executed wit! 


may be retained .by the hospital or attending physician. 


TO FUNERAL 


JOR: After this certificate has been signed by the attending physician and completely filled in by 
MEDICAL CERTIFICATION, 


letoched for use as the burial-transit permit. 


“ne 
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g 
3 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 
poge 3 shaul 


wa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 81 4 
8174 CERTIFICATE OF DEATH cage 


2. USUAL RESIDENCE (Where goceosed lived. If insitotion: Residence before od 
TE Fi} b. COUNTY ZB ‘ tle. 
LiL CLL 


c. CITY OR TO (If outside og ay limits, write RURAL ond give aaa town) 


1, PLACE OF DEA 
eee ? MARYLAND 


LA. atte 
OE nh ¢. LENGTH OF STAY iN Tb 
: x ay 


£24 Zr LA 
d. NAME OF HOSPITAL (If not in haspital, give street 122 
OR INSTITUTION 


pel 


‘uneral directar, 
Id be.filed with 


MOM LEO EA Zs 
4. oe ADDRESS ©. (S RESIDENCE 7 


2 7 4 “ON A FARM; 
B (oi yt og a Go c ves 1] noe 
4. DATE Month Day Year 


DYPES | am ow 9 5B 


a 6. COLOR OR RACE |7. MARRIED DRY NEVER MARRIED [-] | 8. DATE OF BIRTH AGE ln, yoor, PEUNDER IVEARTIF UNDER Ze HS, 
Months] Da Min. 
Qj C wibowep [] DIVORCED [[} J Zi . v8 pares in 


Middle 


led in by 


Pages 1 and 2 
b koh 
a9z 
age 
eRe 
388 
Oh» 
cs 
s 


20a. ACCIDENT WAS _UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, ot Year | 20d. INJURY OCCURRED We. foe OF INJURY {Home, farm, pats {City or town) (County) (Stote) 
Hour 0. #1. While Not el foctory, street, affice bldg., etc. ic.) 
p.m. jot work [_] at work H 


21. | certify that | 
alive on_.. 


MEDICAL CERTIFICATION, 


2 GLA orga ee Mx E____., 1999& thot | last saw the deceased 
2G 0 and tht death occurred at ies M, 


> 

3. 

at 

es | TOa. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY [J¥ BIRTHPLACE (Sjote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

ZI 2 A / during most of working life,even if retired) SS Z 7 

Bev : LUE < 

53 5 14. MOTHER'S MAIDEN NAME 

§ ’ 

2b ep L LL ae Agere. JCC 

2 51 WAS DECEASEDEVER IN, 8. ARMED FORCES? |16. ean, ECURITY NO. |17. INFORMANT adie, 

a & (Yer, a0, S53" It yes, ers ‘or dates of service} m= W/ 

Bs |_| = | Sexe l|F eS Aiytie - Kezlhiasn Af. 

Es 1B. less | 18. CAUSE OF DEAT [Enter only one couse per line for (o), (bl ond (]y a] 7 INTERVAL BETWEEN 
3 3 

2a PART i, DEATH WAS CAUSED BY: ”, 7 open een ey 

Be IMMEDIATE CAUSE (o] BAAGALE f EYL 

of / 5 7. 

££ Kx DUE TO y 4 

ae Conditions, if any, which (oy) Festal, 2 

ZE gove rise to immediote 

68 cause (0), stating the under. (| DUE TO (J j JIC 

aie lying cause lost. ( 

= Bing corse lee 

35 Pat. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lo)/19. WAS AUTOPSY 

oS 

3 ves] No] 

2 

i 

o 

g 

= 

5 

$ 

= 

s 

= 

= 

a 


m the causes and on the date stated abave. 


letached far use as the buri 
the registrar priar to burial, crematian, ar remaval, and in any event within 72/hours al 


DATE SIGNED 


we TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
may be retained by the haspital or attending physician. 


ss Nets city or town, stote) 
/ ACTUAL Bebe 
SIGNAT VD i 
6 2 Fy 
z3 ZS AGCATION {City Jpup, or coun (Sipte) 
ae (tpl; : LELESS, L7FHR, 
Lal ‘24a. REC'D BY REGISTRAR 2b. RI weil dy SIGNATURE 
si oe SSG |B aletly Cheer 


om 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 18 1 8 
81'75 MEDICAL EXAMINER'S CERTIFICATE OF DEATH No. a 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ery maryiano |] STATE “ft b. COUNTY id ° Pay ea 


ITY OR TOWN Itf ouniige corporete limin, wrile RURAL ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest town) 


‘ond give nearest tow) I: ie 4 ag, Eee: 


d. STREET ADDRESS e. IS RESIDENCE » 
ON A FARM? / 


ves (] NORE 
Doy Year 
19.56 


ry, please exe 
Poge 4 should be 
jol, crematian, 


bur 


necessa 
ior % 


If ony del 


Item 18. Give Poges 1, 2, ond 3 ta the funerol direc! 


2. CITIZEN gh WHAT COUNTRY? 


4, MOTHER'S MAIDEN NA 


me / | Manik Poe ws 


be WAS eee —_— phe jase 16. SOCIAL SECURITY NO. ]17. INFORMANT 

ee Nin thohore aoe ee, 

o “Yo Ylow Fy oo Lito ride The 
INTER) BETWEEN 


File pages 1 and 2 with the registrar pri 


1B. CAUSE OF DEATH [Enter only one cause per line for poe te). ‘ond (c).] 
PART |. DEATH WAS CAUSED BY: S 
IMMEDIATE CAUSE (0) herd. é 
: DUE TO 
fb) 
DUE TO 
(c. 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}}19. nee eaten 
Ol 


yes [J NOB 


ONSET AND DEATH 


20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il af item 18.) 
PRIMARY L] or CONTRIBUTING () 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day. Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120. (City or town) (County) (State) 
Hour 0, m, While Not sailor factory, street, office bldg, elc)) | 
p.m. ‘ot work [[] at work 1 


21. I certify that | taok a of the remains welt abave, held an Autapsy [1], Inspection Bd, inquiry Bond find that 
Natural causes [x], Accident LD) Suicide , Homicide [], Undetermined cause [1]. 


MEDICAL CERTIFICATION 


» writing the ward ''pending”’ i 
Chief Medical Examiner's Office olang with form PM3. Page 5 moy be retoined far your files. 


, 


4 


DATE SIGNED 


RECTOR: Page 3 should be used os 0 buriol-tronsit permit. 


Mp, CHIEF MEDICAL EXAMINER [] 
ASSISTANT MEDICAL EXAMINER [[] 


3 
ALINE: i Wp 4 DEPUTY MEDICAL EXAMINER 
BURIAL, CREMATION, fe? DATE THEREOF Re, 5 OF CEMETERY OR CREMATORY A TION (City, toyn, © 
By epi sc ee ne nal Bd 
Be Awd 


AA: 


gt 
A) |t2- REC'D BY REGISTRAR 240, REGTSTRAR'S SIGNATUR 
VS. ATSME(S) : Ye 2. a me 
5M 9/55 ‘ NN: UFt who 2a, tA AMA DATE L¥-Caata/ 


forworded t: 


cute the cer 
TO FUNERAL 
or removol. 


€ 
3 
2 
3 
= 
2 
x] 
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= 
6 
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= 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ym 8156 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


a 


08149 ts 


32 \ Reg. Dist, No. 
33 £ iy } 4}, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
25 8 eee Carroll marian || ° ST Maryland — >. county Carroll 
~ s 
Pa 1 zs) b. bi hs ihe geen corporote limin, write RURAL ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
2 reneentital 
ge 8 Westminster 60 years Westminster 
‘gs d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS, @. 1S RESIDENCE 
2g 4 t ONA es 
ee 49 W. Main Ste 9 W. Main St. yes} Ni 
> a) 
na 3. NAME OF First Middle Lost 4. DATE Ment Boy Year 
‘DECEASE! 
> iiyparor pei) Jennie May Belle Fowble bum August 8 19 56: 
o 


5. SEX 6. COLOR OR RACE |7- MARRIED Oo NEVER MARRIED oO 8. DATE OF BIRTH 9. AGE {in yeon: IF UNDER TYEAR| 1F UNDER 24 HRS. 

wioowen EX vivorceo ] [May 12, 1874 "WE se [Mente eects ale 

Me Patt nny SAU ive sas certrech done] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
){ wom eigewi fe Own home Carroll County, Md. USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


James A. Smith Sarah LaMotte 


* (hcl ard SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
\ “no “w= « ~--+-+ |H. Donald Fowble Westminster, Mde 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). and (e).) 4 Ee | 
PART I, DEATH WAS CAUSED BY: iy 


"IMMEDIATE CAUSE (a) Cetin 
x : DUE TO ‘ 
Conditions, if ony, which ree es Jha whee 


gove rise to immediote couse 


File poges 1 and 2 with the registrar prio: 


ive Pages 1, 2, and 3 to the funeral 


s 
3 
S 
2 
3 
= 
2 
ry 
ig 
e 
2B 
> 
s 
E; 
ry 
° 
D 
3 
2 
z 
5 
2 


(0), stoting the underlying( OVE TO 
couse lost. [* 1 (e- 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o}[19. WAS AUTOPSY 
ves 1] as 
20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Por! | or Port 11 of item 18.) 


PRIMARY LJ or CONTRIBUTING 
CAUSE OF DEATH, 


eee 

2c. TIME OF INJURY Month, Dey, Year 20d. INJURY CCCURRED [20e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (Stote) 
Hour 9. m, While Not while. foctory, street, affice bldg., etc.) | 
p.m. Ww at work [] at work [] ' 


MEDICAL CERTIFICATION, 


21. b certify that I took chorge of the remoins described obove, held an Autopsy 0. Inspection ML Inquiry EX ond find thet 
deoth resuljed from: Naturol couses [[], Accident [], Suicide], Homicide [], Undetermined couse []. 


Chief Medical Examiner's Office alan: 
meeCTOR:; Poge 3 shauld be used os a burial-tronsit permit. 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 
cute the certifigate, writing the ward ‘pending’ in pencil 


5 i. — Prt its ; sacp, CHIEF MEDICAL EXAMINER [] ital i 
Bas ASSISTANT MEDICAL EXAMINER [-] of ‘SE 
ie g @ = James T. Marsh, M.De. DEPUTY MEDICAL EXAMINE! 
i 2 = 72s. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMMAFOR R= 72d. LOCATION (City, town, of county) (Stote) 
wee ee Pipe Creek Cemetery | near Uniontowm, Maryland 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Zao. REC'D BY REGISTRAR | 240, REGISTRAR'S SIGNATURE 


ee Joh R. Byers Westminster, Md. DATE Qabl Db add (LK Z 


SM 9/55. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


8175 CERTIFICATE OF DEATH Reg. Dist. BS 190, 


We weet tale il a4 eiclare peeeNce (Where deceased lived. If institution: Residence before admission} 
a. a b. COUNTY 
Carroll thet) Naas Maryland Balto.City 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) 
Sykesville day Baltimore Oe 
E d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. 1S RESIDENCE 
OR INSTITUTION: LA ON A FARM? | 
BS pringf 68 Pim oe ves (] NO [3c 
£65 3. NAME OF Fist Middle Lost 4. DATE Month Day Yeor 
De DECEASED _ 
25 (ype oF prin! Morris GAMERMAN DEATH August 30-19 56 
é 5. SEX 6. COLOR OR RACE 17. MARRIED [_] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER ? YEAR|IF UNDER 24 HRS. 


Min. 


a on [| 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Male White — |wiowenx) —oworceo] | March, 1882 


INTERVAL BETWEEN 
ONSET EATH 
PART I. DEATH was cause §Y,Carcinoma of prostate with metastasis to lung 


DUE TO 


5 

od . datas © 

os during most of working life, in if retired) 

28 Salesman - Russia U.S.Ae 

3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

se 

one Henry Gamerman Rose Libuwitz 

8 3 i WAS PE Cen SEDIEVER RY a S$: lp ge AS 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Speedie Peuigitsiel rnes of Tare 

: iS No Springfield Hospital records. 

s = 18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b), ond (c}.) 

= 

§ 

Fo 


Pulmonary tuberculosis lyr. - 


Conditions, if any, which tw 
gave rise 10 immediote 


cotse (0), stoting the under ( OVE TO 

lying couse lost. rn 9 yt (c) 
Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) } 19. Nace 
C.B.S.asso.with cerebral arteriosclerosis with psychotic reaction YES By NO [] 


20a. ACCIDENT WAS UNDERLYING [7 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, | 20F. (City or town) (County) (State) 
Hour o. m, While Not while foctory, street, office bldg., etc.) | 
Pom. 19 Jot work [J ot work [J i 


21. | certify that | attended the deceased from._Agust. 3... 1956_, to Auguat 30. 186 that | last saw the deceased 
alive on_ August 30 ..., and that death accurred at_0#30P_M, fram the causes and an the date stated abave. 
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MEDICAL CERTIFICATION. 


the registrar prior to burial, crematian, ar remaval, and in any ey; 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs offer death. Page 4 
may be retained By the haspital ar attending physician. 


; ADDRESS (Street, city or town, stote) DATE SIGNED 
AL 4 
* / | [AGN Atue uo. _Springfield State Hospital ___ 8/31/56. 
62 
22 Name(tyen__ Edmund Lusthaus, M.D. _ Sykesville, Maryland 
Ss A Ra. ene Cicer ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
i 

pa Bitei leeat ORG Knesseth Israel Anshe Sfary Baltimore, Ma 
2 () ‘Ul i {9 RECTOR'S SIGNATUR! ADDRESS: - REC'D BY REGISTRAR ‘2db. REGISIRAR'S SIBNATURE 

Tiss) 2) me P 4 ind. Coan J 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 
= 8177 CERTIFICATE OF DEATH 


and 


"= pe 


= as fa \ Reg. Dist. No. 
S 2 = ae fh rae 2 a aatect (Where deceosed lived. If institution: Residence before admission) 
os 8 9. °. b. COUNTY 
= be Carroll MARYLAND Md. Carroll 
a . 3 b. iene Lh {If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
ond. give nec 

Sie ‘ thion MTs 21/2 Yrs. Union Mills 
< > 4 d. On hr iGes {If not in hospital, give street oddress) d. STREET AODRESS e. gece 3 
ae Deep Run Roa a Deep Run Road ves] Nol] 
2 35 
2 lee 
x= °° 3. NAME OF First Middle lost 4. DATE Month Day Year 
Beye (ieee eal Mery Margaret Gary DEATH Auge 3, 56. 
ee 19 

5 

: 


S. SEX 6 COLOR OR RACE |7. MARRIED [T] NEVER MARRIED [7] | 8. DATE OF BIRTH %. AGE (ir yeas IF UNDER U YEAR| IF UNDER 24 HRS. 
Wethday| Month: i 
Female ite wivowec]  oworceoc] | March 16,1876 | ‘BG™?) [Monts] Den | Hous | Min, 


Conditions, if ony, which ol eert Bleck —— re 


Gove rise to immediote 
catse (0), stoting the under. ( DUE TO 
lying couse lost. te) 


md 
ae Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ot ‘3 yi juring most of wogkigg life, even if retired) a 
28 ouse-wile on Md. 

‘3 13. FATHER'S NAME 14, MOTHER'S. MAIDEN NAME 
B= 
: a John G. Hoffman Unknown 

o / oP WAS Eero eR 5. ee Me 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

. pc eeingeara ta gn rar cance core 

Bs no none Mrs.Harry I.Penrod, Union Mills, Md. 
oie 16, CAUSE OF DEATH [Enter only one couse per line for (0}. (b). ond (e).] INTERVAL BETWEEN 
ay PART 1. DEATH WAS CAUSED By: nee Sie Caner 
S< : IMMEDIATE CAUSE (0) orona Thrombosis 
=: UE TO 

H 

Ss 

2 

° 

€ 


permit. 


Paar Il. OTHER SIGNIFICANT CONDITIONS. BUT NOT RELATED TO THE TERMIN CONDITION GIVEN IN PART 1(0}|19. WAS AUEDES 
ves] no] 


20a. ACCIDENT ee alse a 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stote} 
Hour 0. m, While Not while foctory, street, office bldg., etc.) | 
p.m. 1 lot work [J of work (J { 


, cremation, ar remaval, a: 
MEDICAL CERTIFICATION 


R: After this certificate has been signed by the attending physicion ond campletely filled in by 


the haspital ar attending physician. 


2 
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5 
= 
3 
g 
: 
& 
= 
| 
% 
= 


21. | certify that | attended the deceased from.__-_Aug.-..2-__. 19.56. to___Ayg--3----. i 19-5 Gt | lost saw the deceased 
alive on__. -, and that death occurred at__6¢ 20M, frpm the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
Ef ACTUAL } a ae 
‘ 
Pf SIGNATUR Mo. ......23-North-Mein-St-Menchester;-Mdy 


PHYSICIAN'S 8/3/56 


eae opi ahes 
F 
6 


NAME (Type] n 22: 3 
Zo. ie eae 2b. DATE THEREO! Zc. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) {Stote) 
i 
B a 8.6.19 Woodlawn Wood lawn » Md. 

23, FUNERAL DIRECTOR'S SIGMATURE? ‘ADDRESS 24a. REC'D.BY REGI Fh 2ab, REGASTRAR'S SIGNATURE 
Vs AIS (4) G Nom: apg Bro 7] o?, Neth 4 ; 5 Se) b 3 2 WL y, 
1SM 97S d EGA, 


the registrar priar ta buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed wi 
page 3 shaul 


] MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08152 
8178 CERTIFICATE OF DEATH 


oF Reg. Dist. No. 
3 = 1 eae a. wee eee: (Where deceosed lived. If institution: Residence before odmission) 
b. COUNTY 
3 Carroll. bes cod yland Balto. Oity 
x" b. Sia we TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib . CITY a TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Land give neorest town) , 
ie "s kesville L2y smo. ;lida I Baltimore oe es 
CA 5 } d. NAME OF eae (if not in hospital, give street ee d. STREET ADDRESS: e. IS RESIDENCE 
7 OR INSTITt ON A FARM? 
Ss orinef ii eld State Hospital 222 N, Marlyn Avenue yes] NO] 
8 7 3. NAM Deeks First Middle lost 4. pee Month Day Yeor 
$ (Type or print Claude Edward GOFF DEATH August 10 19 56 
3 9. AGE (In years IF UNOER 1 YEAR) IF UNDER 24 HRS. 


Min. 


5. SEX 6. COLOR OR RACE |7. MARRIED (_] NEVER MARRIEDIE] | & DATE OF BIRTH 
Male White — |woowent) —_—ovorceo | Nove 1, 1905 


los! or Months 
yes. 


12. CITIZEN OF WHAT COUNTRY? 


PART I. DEATH WAS CAUSED Bi 
IMMEDIATE Cause, ie} 


DUE TO 


Pulmonary tuberculosis eee aie 


2 

se 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 

g 3 i] during most of working life, even if retired) 

ce - Virginia US he 
3 s .. 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

So 2 

% Paul Goff lillian Goff - 

a I 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

E Yes, no, of unknown) Itt yes, give wor of dates of service) 

= ) No - Springfield Hospital records 

g 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ().] INTERVAL BETWEEN 
4 

€ 

§ 

2 

= 


Conditions, if any, which 7 
gove rise to immediate 
catse (0), stoting the ynder- 
lying couse lost. {o) 
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i 
3 
3 
6 é Paar tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
= : 
2 $|__ Schizophrenia, hebephrenic type ves] Nog 
3 = | 200. ACCIDENT WAS UNDERLYING []_|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
4 & {OR CONTRIBUTING LI CAUSE OF DEATH 
2 G {de CHER NOTIEY MEDICAL EXAMINER) 
Es 
ty & |20c TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, farm, | 20F. 1 20F. (City or town) (County) (Stote) 
ra 5 earl melons Wh Not while foctoty, street, office bldg., etc.) 
2 = p.m. 19 lot work [] ot work ' 
5 
3 21. 1 certify that | attended the deceased from__Suly Jy , 19.29, to.___August 10 1950 that | last saw the deceased 
3 
% alive on é sat and that en occurred at__8325h » from the causes and on the date stated above. 
3 


ADORESS (Street, city or town, stote) DATE SIGNED 


uo. Springfield State Hospitel 
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ACTUAL 
/ SIGNATURI 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Page 4 


aze 
eeG PHYSICIAN'S 
aie NAME (Type)__ Wall onenfelit, M,D * re Ls 
e°9 720. BURIAL, CREMATION, | 226. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) {(Stote) 
2B: eer 2 EB At3 756 Parkwood Baltimore 
at 
i 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Yass Me y Funeral. Homes - 130 E. Fort Avenue Ee Za Herr Ld 


Cd 


6” 4 should be 


is necessary, pleose exe 
File pages 1 ond 2 with the registrar priar °¥ burial, crematian, 


rect 


If any det 


ive Pages 1, 2, and 3 ta the funeral 
hief Medical Examiner's Office along with farm PM3. Page 5 may be retained for yaur files. 


CTOR: Page 3 shauid be used as a burial-transit permit. 


in pencil in Item 18, 


, writing the ward “‘pending™ 


PE 


cute the certify 
forwarded t 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 haurs after death. 
TO FUNERAL Dike: 
‘or remavol. 


VS. AISME(5) 


5M 9/55 


= 


> 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08153 
8179 MEDICAL EXAMINER'S CERTIFICATE OF DEATH sis ta Kee Vl 


2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 


Carroll marnano || ° SATE Maryland Scour Heward 
b. ay OR TOWN til ovhide corporote limitt, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF autside corporate limits, write RURAL ond give neorest oun 


give nearest town} 


<  ‘Bykesville y33mos.liday# Ellicott City 


1, PLACE OF DEATH 
o. COUNTY 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address} d. STREET ADDRESS e oper 
Springfield State Hospital - ves] NOM) 

a Bae 3 OF First Middle Lost 4 Month Doy Year 

‘ype or print Wilhelmina Hanson DEATH August 9 1956 
5. SEX 6. COLOR OR RACE {7. MARRIED [-] NEVER MARRIEDSE]| 8. DATE OF BIRTH 2. emer le 

Female White wivoweo] —vivorceo] | Unknown 80 Bn. 
10a. USUAL OCCUPATION pis kind af work dane 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 

deme t of working life, even if retired) 4 

one bd - Maryland ¥.S.h, 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Christian Hanson Emily Yedaker 
sh WAS ere i 2 pe alg ead 16. SOCIAL SECURITY NO. | 17. INFORMANT Address. 
ett eases js esa ay 
No LULL... Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (a}, (b), and (c}.] 
PART |. DEATH WAS AT cause (a) _ Pulmonary embolism 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


Hours 


21 days 


/ DUE TO 


Conditions, if any, which rs 
gave rise to immediate cove 
(0), stating the underlying( UE TO 


; 
cause lost. «__Deeubitus ulcer 


PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. Peele Cet 
Dementia praecox ve) Not] 


Boa, EXTERNAL CAUSE WAS 20h. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | Port Il of item 1B.) 

CAUSE OF DEATH. Fell off a bench, 

20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED, [20e. PLACE OF INJURY ( ee Ferm | ea (City ar town) (County) (tate) 

z Whil Not whil factory, siree' 

uPome, 7/20/56 |ws. 5 Nessa] Hospital i Sykesville Carroll Maryland 
21. I certify that | took charge of the remains described above, held an Autopsy & Inspection le Inquiry 0. and find thot 
death "T from: Natural causes [g, Accident Suicide [], Homicide [], Undetermined cause [1]. 

<A 


Fracture right hip 


lia PN ¢ <# Mo, CHIEF MEDICAL EXAMINER [] digg hyd 
ASSISTANT MEDICAL EXAMINER [7] 8/ 10/ 56 
Hi 
AME (ste) James T. Marsh, MeDe DEPUTY MEDICAL EXAMINER $2] 
‘lo. BURTAL, CREMATION, [22b. DATE THEREOF JF CEMETER Coal CREMATORY id. LOCATION (City, 
ie OVAL (Speci me ION (City, town, or copnty) ate) 
Ct flatl eet ELS Ed Zio 


rR. OR’; SIGNATURE 4 ‘2da. Re 'D BY REGISTRAR | 24b, REGISTRAR'S SIGHYATURE 
‘ A 0 Oo 7) 
Eten Lz yt §-L0-D |C. dfetts 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 § 1 5 4 
Wi ~ $180 CERTIFICATE OF DEATH 


+ Sed (] Reg. Dist. No. 
% z = 1. PLACE te os a pip tort cage (Where deceased lived. If institution: Residence before admission} 
o $5 °. °. ». COUNTY 
a2 Carroll gph Con Maryland Washington / 
£ b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN ([f outside corporote limits, write RURAL ond give neorest town} 
RURAL ond give neorest town} 
a> Sykesville 237 310m; 2ldae Hagerstown ; 
<= - 4 d, NAME OF err" (If not in hospital, give street address) d. STREET ADDRESS: 0. 15 RESIDENCE 
oo —_— OR INSTITUTION ON A FARM? 
gh aS Springfield State Hospital 1). N. Jonathan Street ves ]_No Gt 
2 & 3. NAME OF First Middle lost 4. DATE Month Doy Year 
& 23 (Type or print) Ralph HOFFMAN DEATH August 21 1956 
° 5, SEX 6. COLOR OR RACE | 7. MARRIED [} NEVER MARRIED P| 8. DATE OF B1RTH 9. AGE {In years RUIF UNDER 24 HRS. 
a lost biethdoy) [Months] Doys | Hours] Min. 
é Male White WIDOWED [] Divorced [} 1901 yrs. 
2. 100. USUAL OCCUPATION (Give kind of work done| 10b, KIND OF 8USINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
o during most of working life, even if retired) 
. erk - Maryland UeSehe 
3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
: C. Knode Hoffman Bessie M. Sechrest 
é 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
i3 (Yes, no. oF unknown) (IF yes, give wor or dates of rervice) Ms 
= () - - Springfield Hospital Records 
8 18. CAUSE OF DEATH [Enter only one couse per line for (o}, (6). ond (€)-] INTERVAL BETWEEN 
o. PART |. DEATH WAS CAUSED BY: 4 2 bey oe 
§ __ IMMEDIATE CAUSE (o} days 
= L ae DUE TO 
Conditions, if ony, which A Coronary thrombosis le days 


gove rise to immediote 
cotse (0). stoting the under. ( OVE TO 
lying couse lost. ( 


|, ¢rematian, ar remaval, and in any event within 72 haurs ofter death. 


R: After this certificate has been signed by the attending physicion and completely filled in by 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wit 


te 
& 
ae 
ae 3 
9 6 3 Part fl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} | 19. Lee AUTOPSY 
255 54/2 + =e RFOPRMED? 
£33 ANS Schizophrenia, hebephrenic type YE) noO 
ms 3 3 ey Be aA rg a ete: 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
& . 
ie 2 & | GF EITHER, NOTIFY MEDICAL EXAMINER) 
SES & [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. peek OF INJURY aber: ‘orm, 20 {City or town} (County) (Stote) 
=) 5 Hour 0. m. Weil tert factory, street, office HY 
= 8 = i a a 19 lot work oO pL H 
‘A 5 
hess 21. I certify that | attended the deceasefram_October 20, 19.5, taAugust. 21... 1956 thot | last sow the deceased 
2. . 
egos alive an__ [a re ae and that death accurred at..2Q5P.M, from the causes and on the date stated above. 
3 = ADDRESS (Street, city or town, stote} DATE SIGNED 
3 ACTUAL ; d = ‘ 
* As Sie CA Ke ino Springfield State Hospital _.___ 8/21/56 
gaza 
2238 TSENG Edmund Lusthaus, M.D. Syk le, M 
Sew e rn hes 
$2 ore ‘720. BURIAL, CREMATION, | 22b. DATE THEREOF 7ic_NAME OF CEMETERY OR CREMATORY 726. LOCATION (City, tqwn, oF county} {(Stote) 
z2 2 > SREMOVAL (Specify) fe] (> “i iL 73 
Eo ae LIC PLFA J d [Y.2 eee fy Le « if cay Lop An Ld he 
ys : da, REC'D ab, REGISTRAR'S SIGNATURE 
A 7 
15M ws 54 ie 


ond 


If ony delay is necessary, please exe 
| Page 4 should be 


and 3 to the funeral direck 


y be retained far your files. 5 
ile pages 1 and 2 with the registrar prior It buriol, cremotian, 


, writing the ward ‘‘pending™ in pencil in Item 18. Give Pages 1, 2, 
Chief Medical Examiner's Office alang with farm PM3. Page 5 ma 


'CTOR: Page 3 should be used os 0 burial-transit per; 


cute the certify 
forwarded t 

TO FUNERAL Di 
or remavol. 
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V5. AISME(5} 
5M 9/55 


) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0815 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH ; yp 


Reg. Dist. No. 


2, USUAL RESIDENCE (Where deceased lived. tf institution: Residence before admission) 


|. STATE b. COUNTY : 
Carroll maRYLAND || © aryland Balto,City 
b. cry OR TOWN {it outside corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib | c. CITY OR TOWN (IF cuttide corporate limits, write RURAL ond give necreit town) 


“Sykesville 22y;2mos slidays Baltimore ¢ 
d. NAME OF HOSPITAL OR INSTITUTION [if nat in hospital, give street address} d. STREET ADDRESS: 
Springfield State Hospital | 25h9 Garrett Ave, 
3. [ete OF First Middle 
ype orn Nellie dD. 


5. SEX 6. COLOR OR RACE |7- MARRIED [7] NEVER MARRIED [5] 8. DATE OF BIRTH % ae Un Ee 


Female _| White wiowen] __pworctot} | 12/16/69 yn. 
10a. USUAL OCCUPATION yon kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during fe lite, even if retired) ‘s West Vir A U.S.A. 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Samel G. Hooten Annie E. Sawtell 


15. WAS DECEASED or INU, S. ARMED spp hes 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 (Yen, no. oF unknown} MF yes, ‘oF dates of service) 
No Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one cause per tine for (a), (b}, and (c).] ere AL ramen, 


PART. DEATH MEDIATE CAUSE fo) __ Pulmonary Embolism Minutes 


f DUE TO 
Conditions, if ony, which o__Infected Decubitus Ulcer on Back Days 
gove rise 1a immediate cause 
(0), stating the underlying( CUETO 
cauelot. aa.) te 


ART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO TH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3{a)|19. pose 3 bee) al 
Arfgrlosclerosie card ovascw ar disease, i ‘oReD 
Mental Deficie ney without psychosis veg] NO a 


‘20a. EXTER! CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port tar Port II item 18.) 
PRIMARY () ar CONTRIBUTING C1 


CAUSE OF DEATH. Slipped _and fell 


atts 
20c. TIME OF INJURY Month, Day, Yeor 20d, INJURY OCCURRED 20s. PLACE OF INJURY (Home, fot. 120. (City or town) (County) (Stote) 
ie foctary, street, affice bldg., etc.) | 


.m, Whil Not while. 
9:58 7/10 186 |arwenC] owot Ell soringfield Hosp,i Sykesville Carroll Md. 
21. U certify thot | took charge of the remoins described obove, held on Autopsy (3, Inspection [J], Inquiry (J, ond find that 
death resulted From: Naturol causes [], Accident [], Suicide [], Homicide [], Undetermined couse []. 


MEDICAL CERTIFICATION 


SGnature_ pel sdlo GH Y, po, CHIEF MEDICAL EXAMINER [] DATE SIGNED 


ASSISTANT MEDICAL EXAMINER [_] 
ene Ais James T, Marsh, M.D. DEPUTY MEDICAL EXAMINER JC] August 9,195 


220. BURIALS E CREMATION. ‘2, DATE ie ‘22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or caunty) (State) 


poe via ‘ a 
d Ridge C P le, Md 
24h. REGISTRAR'S SIGHATURE / 


. 3% ene: 


— 


43 RYL TATE, DEPARTMENT OF HEALTH—BALTIMORE, 18 S 
mM). 8182 — HMEDICAT EXAMINER'S CERTIFICATE OF DEATH — Wi81i 


g3 & Reg. Dist. No. 
3) ae 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If inslitution: Residence before edmission) 
25 . COUNTY roll : 
2 a Car marviann || STATE apeland SN Carroll 
: 8 B.CITY ORTOWN (amide xpos nin won REAL |, LENGTH OF STAYIN Th ||” c. CIRGORAOVIBL Hf quhide govparateLniawrily RURAL ond give nee! town) 
e523 x Mitters (Aleshia) 5 yrs nt Cite shia) 
> 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) 


d. STREET ADDRESS @. 15 RESIDENCE 
ON A FARM? / 
ys] no 


lf ony delay is necessary, pleose e: 


pick DEATH WAS CAUSED BY: Suicide by gunshot wound of head 


> Ay 
} x DUETO 


gove rite ta immediate coure 


é oN 
Conditions, if any, which o 
DUE TO 


{0}, stoting the underlying 
{ch 


‘4 a 
£26 ee eee 
Bie 3. NAME OF First Middle ost 4, DATE Doy 6 
P86 Cee rd Jonn § Thomas’ Idlet s#, [gh augtist 15° 19s 
vee 5. SE 6. GAARA SR BACE |7- MARRIED £2] NEVER MARRIED [-]] 8. DATE OF BIRTH KY 9. AGE tyeon [IFUNDER TYEAR] IF UNDER 24 HRS. 
38 A Male wipoweo [J] —oivorceo Sig/ ‘BY ayy aval wasgin—|PeS MMA 
oo s . pe, USUAL OCCUPATION Gis kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 13. BIRTHPLACE (State of foreign couniry) N2. CITIZEN OF JAT,COUNTRY? 
yea ; Syringmest of working We, ayen iCztired) | | f Kansad : Wee 
Ere: A edaded, Prod. Nsuye- INA al Lo. 
2 e- ia FATHER'S NAME M HOMERS MASINI | va neent 
ree Charles Idlet Hattie Vincen 
2 & a te WAS pechaes pie ets 4 eR race? 16. SOCIAL SECURITY NO. |17. INFORMANT “@T11 ers Ma 

2 fas, nO, oF wai wor, ve) _ 
Dae /|Yes” world War I" | /$-/6-7/s8-Mrs John Idlets Sr. » Md. 
. 1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] ae oy tant 
s 
3 
a 


couse last. 


4 


Chief Medical Examiner's Office olong with form PM3. Po: 


TO DEPUTY MEDICAL EXAMINER: This certificote shauld be executed within 24 hours after deoth. 


£ 
& 
3 
2 
re) 
z os Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN ar COB Ee 2a 
20g =| Osteoarthritis- Gastric Ulcer healed- Emphysema Pulmonary |, r&rome 
23 2 ; 
Ses, = 200. EXTERNAL Cause WAs 2s BPYCRIBE HOW INJURY OF CURED. {Eni injugye F Pees POF Pre BD 
os = Fy PHAR RL + CONTRBUTING rite ed POHSHSt “yond 
8 3 3 ‘2c. TIME OF INJURY Month, Day, Yeor 120d. INJURY OCCURRED {20e. FICE lt ee lie 120F, {City or town) {Caunty} {State) 
3 g : office 
230 S] on wet Aye 52 19RSS 0 Suck! "Home | MillersAleshia Carrol1,Md, 
a & 21. I certify that | took charge of the remains described above, held an Autopsy [], Inspection fk. Inquiry Oo. and find that 
$ i. death resulted from: Natural causes [], Accident [1], Svicide [3 Homicide [], Undetermined cause []. 
Peas} : 
a fe pois UW) e [4 % 4 ch red / Mp, CHIEF MEDICAL EXAMINER [7] 6 ar sone 
3 2 23 ASSISTANT MEDICAL EXAMINER [7] 8/1 5/ 5 
238 8 NAM (ito WeHe Foard MeDe DEPUTY MEDICAL EXAMINER ZI] 
275° To. BURIAL, CREMATIODR [22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY PyLOCATION (City. Jw or county) ifictey 
Bios BEROVAL pect) | | Yj "CD y 
of | posed 17 756 | moceee DET) y 


eS UNFRAL DIRECTOR'S SIGNATURE ‘ADDRESS q Baa, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AISME(5) 2 0 WS Rho. f 
5M 9/55 ‘ aad O-} tf pate Lewy, / It Yi 0- AAM4 ie 
es 4 


coal 


‘unerol directar, 


he hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Page 4 
may be retoined 


TO FUNERAL DI 


R: After this certificate hos been signed by the attending physician and completely filled in by 


+ 


Then please remove carbon papers. Pages 1 and 2 


letached for use as the burial-transit permit. 
the registrar prior to burial, cremation, or removal, and in any event within 72 hours after deoth. 


page 3 should 


33 
za 
BE 


Id be 
oe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8183 CERTIFICATE OF DEATH eel S197 


LS RENCE ee pratt ch Renee RESIDENCE (Where deceasegl lived. If institution, Residence before admission) 
°. fi a. b. COUNT A 
MARYLAND 3 
prada LLEUL (Mele pag hl ef 
ore ey Buco ae Fimits, write ¢. CITY QR TOWN [If outside corporote limits, write RURAWond give neares! town}, 
7 al give neorgst town! 
(7 t. ie 
bt fe f4 LLi£i i, ba wo £7 
d. STREET ADDRESJ IS ween / 


us s ON A FARM? oY 


"4 y, ves [] NOG} 


y A 4 (LEG 24 
3. NAME OF Figgt Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 
{Type or print) , R SENES | vam 19 
9. AGE {In IF UNDER 24 HRS. 


lost birthddy he 


zq [* 6. COLOR OR RACE |7. mannieD [] Never MaRRiED [] |. DATE OF BIRTH 
tits Wthtts winowen oY pivorceo ] VY yy 
iy 


j UAUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY HRAACE gf ta isin S72 
Ps ed most of ity) life, e 


o> mera ¥ S 2 se 

(i. Lépnteo ee. 

1S. WAS DECEASED EVER IN 2 Ss. eee FORCES? 16, SOCIAL SECURITY NO. |17. maa «| Address: . 

yc be oes 7 
VALE: Lipjuend Gotu, Milian tb iftthids Lots vd, 


18, CAUSE OF DEATH [Enter anly one cause per fine for (0}, (b}, ond (c).] Q INTERVAL BETWEEN 
aA Y Aken 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) _Y WNAA Ay \ DY A Cx Co - tay 
iL 


/ DUE TO CG 
/ ® 
Conditions, if any, which a be Kk JULABSe acer nw 

gave rise ta immediate a 

cause {a}, stating the under- ad 

lying couse fast. (5) 
& Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} |19. Was AUTOPSY 
5 yes [] NO 
FE | 200. ACCIDENT WAS UNDERLYING £]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part If of item 18.) 
& |] OR CONTRIBUTING [] CAUSE OF DEATH 
© | (iF EITHER, NOTIFY MEDICAL EXAMINER} 
& [2%c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Hame, fy 1204. (City or town) (County) (Stote} 
3 Hour oo. . While on mG foctory, street, office bldg. 
Ss p.m. Jat work [J ot work i 

21. | certify uu t 1 attended the deceased from “Te ‘a cpto_s Ley Whglathat | last saw the deceased 

alive on_____¥ a teseh ig... and that death ead otf 4AM, from The causes and on the date stated above. 

tS © 4 ¢ ADDRESS (Street, city or town, state] DATE SGNED. 
ACTUAL a ) ok O y 
SIGNATUR YON ASAS ag 1, Ss es A A WY, +? /90G 
t 
PHYSICIAN'S, — 
NAME a, ‘ 


220. bette, CREATION, | Zi. DATE THEREOF 7] 2c NAME OF CEMETERY Te NAME OF GEME ETE, 2° TION (City, town, or county) (Stote) 
REMOVAL Green oma 
Yes gr3/3 AVS: Oa" LLM phar Vise Ny 6 LLih Yt / 
ERAL DIRECTOR'S IGNAT ORE bgee: me R AD " “REGISTRAK | 24b. REGISTRARS SIGNATURE 
i Y, Zs Bf wn / 
2 Li hes PF LM WD bitte: A .|oare = SCE «\oare_ = 2} Toa LLULMAA 


1S 


al 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 8 158 


gove rite to immediote 
cote (o}, stoting the under. ( OVE TO 
lying couse lost. te 
ne coe Se 


Paer Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)/19. Meee 
Emphysema, probable ca noma of breast with metatasis yvesQ] NOCX 


20a. ACCIDENT WAS UNDERLYING oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) {Stcte} 
Hour 0, m. While Not while factory, street, office bldg., coh t 
pm. 19 Jot work [J] of work L) 


: Q- oF, CERTIFICATE OF DEATH iagabi en wee EL 
3 = 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
a4 °. b. COUNT 
£2 Carroll MARYLAND Maryland Carrol] 
3 <g \ b. CITY OR TOWN {If outside corporote limits, write ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
a ae RURAL a Pay ngorest ee 
; : dbin 4 yrs. Woodbine 
>» d ree ran 22 not in hospital, give street oddress) d. STREET ADDRESS: e. 3 ease 
eg ul IN A FARM’ 
ne Gosnell Nursing Home ves} NOX} 
7. 
= 5 3. NAME OF Fint Middle Lost 4 DATE Month ay Yeor 
ae (type or print FLORENCE WARRINGTON KEES beatH AUG. eal 1956 
~o 5. SEX 6. COLOR OR RACE |7. maRRIED [] NEVER MARRIED [-] |B. DATE OF BIRTH ] g a 9. AGE (in years IF UNDER 1 YEAR] IF UNDER 24 HRS, 
k ge Jos} oe Months| Doys | Hours Min 
aR female White [wows  oworceo) | Nov. 10, ¥666~ 
i ot 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 83 rae most of working ti ie if retired) 
aes ousew home Penna. Uso. 
4 3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME n 
se 
gee Thomas Taitt Blood Deborah - Warrington 
Fs 8 3 ‘ WAS, io a eh INU. S. ~—s ores 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
= i ogeeeeeamerl + |p! yak Goawar odo ie 
of (FSS Walter T. Kees, Cockeysville, MY, 
Ee 3 
% 8 1B. CAUSE OF DEATH [Enter only one couse per line for {0}, (b). ond (c)-] INTERVAL BETWEEN 
= OG I PART 1. DEATH WAS CAUSED BY: co Na 
c § IMMEDIATE CAUSE (o} 
rae DUE TO. 
me 
a Conditions, if ony, which terio-sclerosis yrs, 
e 
8 
a 
3 
2 
= 
o 
8 


MEDICAL CERTIFICATION, 


detached for use as the burial-transit permit. 


the registrar priar ta burial, cremation, or removal, and in any eve: 


by the hospital ar attending physician. 
‘OR: After this cert 


21. I certify that | attended the deceased fram_.__March.____, 19.55, to. 21.__., 19.29.,rmat | last saw the deceased 

alive on___ AU, 29 ___ and that death occurred at L , fram the causes and an the date stated abave. 

Wy. ADDRESS (Street, city or town, stote) DATE SIGNED 

- 3 Sie wo... Sykesville, MU. 8-21-1956. 


TRSKIANS =HOWARD &. HALL 


moy be ret, 
TO FUNERAL 
page 3 shaula 


Zo. reno be ‘2b. DATE a ehs 2c. NAME OF CEMETERY RBG REWHNTO RY Z2d. LOCATION (City, town, or county) {Stote} 
8-23-19 Morgan Chapel {| Carroll Co. Maryland 


23. FUNERAL BORAT SIGNATURE wi _ ADDRESS 2db, REGISTRAR'S SIGNATURE ; 
VS Als (4) 
Vs Als Cc. M. Waltz, infield, Md. AG-56 56 sie Lent Si Fh utd 


TO HOSPITAL “8 ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0815 9 
8185 CERTIFICATE OF DEATH Reg. Dist. No. 


om 


cee 

3 3 = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 

2 Rg = sb b. COUNTY ze 

53( Nj Carroll MARYLAND Maryland MY _Balto.Cit 

a) 3 b. CITY OR TOWN (if outside corporote limits, wrile | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 

3 RURAL ond give neorest tawn} x 

52 Sykesville B2y 3 9mos. 3 21da Baltimore 

we d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS e. tS RESIDENCE 

7 OR INSTITUTION if ON A FARM? 
Si Springfield State Hospital Ol S. Gilmor St, ves] NOX] 
Hy 
5 3. NAME OF First Middle Lost 4, OATE Month Day Yeor 
~ DECEASED OF 
3 (Type oF print) Lena KESSLER DEATH August 16 19 56 
n 
iol 
a 


5. SEX 6. COLOR OR RACE |7. married [] NEVER MARRIED [OF | 8. DATE OF BIRTH 9. AGE tl year IF UNOER 1 YEAR]IF UNDER 24 HRS. 
I "| Y) Min, 
Female White wiooweo[] ~—oivorceot) | Unknown bay 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or fareign country) 12. CITIZEN OF WHAT ali 3 


during most of working life, even if retired) 2 5 
fattoress ~ Russia Russia 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Betta Frienan 
to - - Springfield Hospital records 


1B. CAUSE OF DEATH [Enter only one couse per fine for (0), (b}. ond (c)-] 


RT 1, DEATH WAS. 7 
PART 1 DEATH EOLA Cat fo Cerebral hemorrhage 


DUE TO 
Conditions, if ony, which re Pulmonary tuberculosis 
gove rise to immediote 
cotse (0). stoting the under. ( OVE TO 
lying couse fost. ) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART To) ] 19. Nin AUTOPSY 


INTERVAL BETWEEN 
fo} Gg feet) DEATH 
OUTS. 


Then please remave carban papers. 


any event within 72 hours ofter death. 


ronsit permit. 


Schizophrenia, hebephrenic type. eo Nog] 


200. ACCIDENT WAS UNDERLYING [J ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ii of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ate has been signed by the attending physicion and completely filled in b' 


s the burial 


MEDICAL CERTIFICATION: 


he haspital or ottending physician. 


‘O HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


3 
3 
€ 
= 
5 
565 }20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHome, farm, | 20F. (City or town) (County) (Stote) 
Sra! Hour 0. m. While __ Not while foctory, street, office bidg., etc.) t 
z?E p.m. 19 Jot work [J ot work [7] H 
gos 
ae 21. | certify that | attended the deceased from,..July1,_....., 120_., t_August.16.., 166. that | lost sow the deceased 
zoe alive an_. fugust.16____ ee and that death accurred at 1.12.05 MM fram the causes and an the date stated abave. 
=637 ADDRESS (Sireet, city or lown, stote) DATE SIGNED 
fe AL 5 5 
* z SieNATUR mo... Springfield State Hospital 8/16/56. 
faz 
Eee Nawe(fyes_Walther H, Sonnenfeldt, M.D, Sykesville, Maryland 
S2°D SIPRIAL, CREMATION, | 22b. DATE THEREOF Ne, OPICES ‘OR CREMATOR 7d. LOCATION ity, tor county) 
~> §~ MOVAL (Speciffy 5 ¥ Vv, : ) kbs 
rebe | PeBee sow 7 Cara 
- [FUNERAL DIRECTORS SIGNAT ASORESS Ny, 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


Pa 


5M 97: 


siti’ \\ (EEE AE F (OSA [AAR \ nee) VAfp ees V4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 1%) § 1 60 
O19f CERTIFICATE OF DEATH Reg. Dist. No. 


. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


COUNTY Carroll MARYLAND _ state Maryland county (¢ 
SITY (If, outside corporate limits, write RURAL) LENGTH OF STAY CITYiIf outside corporate limits, write RURAL and give nearest town) 
and give_nearest_town) in this place} fe] 


; R 
fownRural — -Sykesville mo fown Rural *Westminster 
Herat OR % 2 Boneee (If rural give location) 
INSTITUTION OR. Linger Nursing Home R.D. # 6 


. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 


Vivre or Panty THOMAS H. KOONTZ F 22 wsé 


» SEX: 6. COLOR OR |7. SINGLE, MARRIED. 8. DATE OF BIRTH: 9. AGE last birthday| 1” UNOER 1 VEAR | If UNDER 24 Hrs. 
RACE: WIDOWED, DIVORCE! 


male | white irettharried | 12-16-1879 3G La foal| Ree [pert | Hewes ig Ba 


10a. USUAL OCCUPATION (Give kind of, 108. KIND OF BUSINESS | 11. BIRTHPLACE (State or foreign country): }12. GITIZEN OF WHAT 
work done during most of working life. OR INDUSTRY: COUNTRY? 


Avto’ mé¢hanic retiréd Garage Maryland 


13. FATHER’S NAME; 14. MOTHER'S MAIDEN NAME: 
= __John Thomas Koontz Sushanna 

e EASED EVER IN U.S. FORCES? 8. SOCIAL SE. No. 17. INFORMANT & ADDRESS: 3s 
J{Crehe, or unk] Ut Yen, ive war or dates | Tce \, 6806 01d Harford RU 
pe ie aleve c= irs, Mabe] Koontz, Balto, 14, Md. 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


Se 


INTERVAL BETWEEN 
ONSET AND DEATH 


please write the causes of death clearly and legibly. 


5 . 


bierttnaxe CAUSE Conbet as tetas LO drm 


ANTECEDENT CAUSE (S8>* 


DISEASES OR CONDITIONS, IF ANY. 3 wreadly 
GIVING RISE TO THE ABOVE CAUSE 


STATING UNDERLYING CAUSE LAST. 


15% 
Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE | 
DISEASE OR CONDITION CAUSING DEATH. B 2 as 


19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


MARGIN RESER uD'F R BINDING 


20, “AUTOPSY? 


yes[] No w 
21a, ACCIDENT WAS UNDERLYING (J 218. PLACE (Home, farm, factory.| 21c. WHERE DID (City or town) (County) (State) 
IOR CONTRIBUTING CL] CAUSE OF DEATH| OF INJURY street, office bldg., ete.) INJURY OCCUR? 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21D. TIME (Month) (Day) (Year) (Hour) a INJURY OCCURRED 21F. HOW DID !NJURY OCCUR? 


OF INJURY hil Not while 
M. at work at work 


'22. I hereby certify that I attended the deceased from a 7 4é. , 19 2, to Tt. 26., 1956, that I last saw the deceased 


alive on pas oO . 1956 , and that death occurred at /@ op from the causes and on the date stated above. 
SIGNATURE ADDR! Mart, DATE SIGNED 


TK ¥.22-f 
23. BURIAL, Greaney | DATE THEREOF | NAME OF cea a (City, town, or county) (State) 
REMOVAL (SPECIFY) 
8-24-1956 St. James Paedl Co., Maryland 


correct_age is especially important. Physicians: 


BURIAL 


DATE REC'D BY LOCAL REGISTRAR’S SIGNATURE | 24. FUNERAL DIRECTOR ADDRESS 


Ape Ie Bakes ep C. M. Waltz, Winfield, Maryland 


A 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8187 CERTIFICATE OF DEATH beet 8 1h 


1 


sé 
3 5 1. runes DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
i °. 4 
58 / J Carroll MARYLAND Marylend b- COUNTY Balto.City v 
SitcuN b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN Ib CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
eg 9 
3 RURAL ond em neorest ae 
Sip 35mos310da Baltimore i 
ad - d emer (If not in haspital, give street address) d, STREET ADORESS e. Etre 
5 Springfield State Hospital 3908 Canterbury Road ves] No &@ 
5 2. pls ah Fiest Middle Lost 4, a Month Doy Year 
$ (Type oF print) Frank KOVACK DEATH August 5 1956 
é 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [-] | 6. OATE OF BIRTH » etter 
Oa; Min. 
Male White —|wioowengg —ovorceo | Unimown 63 21. Sega in 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
‘ng most of working life, even if retired) 


11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Unknown Unknown 


cher - 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Michael Kovack ary = 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{(¥5, no. oF unknown), (IF yes, give wor or dotat of service) 
No Springfield State Hospital records 
16. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢}.] INTERVAL BETWEEN 


ONSET AN |EATH 
PART | OATES Ae cans: j__Carcinoma of tonsil jonths 
149 ¥& DUE TO. 
Conditions, if ony, which ) 
gove rise to immedicte 
co¥se (0), stoting the under- varer 


lying couse lost. © 


Then pleose remave corbon papers. 


ny event within 72 haurs ofter death. 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIYEN IN PART 1(0)|19. WAS AUTOPSY 
-S.assowith dist.of métabo ism, growth or nutrition, preseni rain Ag desta! 
disease oth psychoti res yes] No GR 


20a. ACCIDENT WAS UNDERLYING {J 20b. DESCRIBE HOW iran OCCURRED. (Enter noture of injury in Port t or Port Ill of item 18.) 
OR CONTRIBUTING (4 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} {Stote} 
Hour 0. m. While __ Not while foctory, street, office bldg., etc, 
p.m. 19 lot work [] ot work [] ‘ 


21. | certify that | attended the deceased from Febe 255. _, 19.53., to August 5, 1996 that } last saw the deceased 
alive on__August h 196. .. and that death occurred at_L! 0AM, fram the causes and on the date stated above. 


fi f ADORESS (Street, city or town, stote) DATE SIGNED 
pees Mh of. Gy ao, Springfield State Hospital : 


MEDICAL CERTIFICATION 


R: After this certificate has been signed by the ottending physicion ond campletely filled in b 


the hospitol or ottending physician. 


Ca 


letoched for use os the burial-transit permit. 


the registror prior to burial, cremotion, or removol, ond 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 haurs ofl-r deoth. Page 4 


3 _.-.epringiiela stave Hospital _ _¢ 

BBS 7 

Ba3 PHYSICIAN'S Z 

2g NAME (Tyee) Walther H, Sonnenfeldt, “M.D. _. Sykesville, Seeel oe e 
BE Zo. BURIAL, CREMATION, | 22b. OATE THPREOF ME OF aap ee el ‘OR CREMATORY 7d, ome "town, or county} Stote} 

» (Stote) 
z2 2 REMOVAL iSO a Bie he Arn . Vi a 
& a J<7 
2 Sgn aie FUNERAL ag, en 4 3 ane ) CL 2a. REC'D BY eo zs = 5 ae 

VS AVS (4) 
Yeu'9738 han [Nf 


ae a 2 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 } g 1 
8188 CERTIFICATE OF DEATH ( 


Reg. Dist. No. 


od 


ss 
3 a] 1 ait aladiad a seen eeerce {Where deceased lived. If institution: Residence before admission) 
2 ae 9.8) b. COUNTY 
52 Carroll MARYLAND * Maryland Balto.City 
° e \, b. CITY OR TOWN (If outside ares limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
5a (a x RUA St regrytjor) f 
SA) s]l2dave Baltinore Q/i-¥ 
‘a or tdfon (IF not in hospital, give street oddress) d. STREET ADDRESS e. CRAs 
>A ingefield State Hospital 1614 Portugal Street vés [] No DE 


3 neces First Middle Lost 4, aoe Month Doy Yeor 
yearn) Stanley KOWALSKI Bear August 13 1956 


Pages 1 ond 


$. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [] | 8. DATE A Birr 8 1881 
mere _ | indte om 


9. AGE (In years [IF UNDER I YEAR| IF UNDER 24 HRS. 
7 big es Months| Doys | Hours] Min. 


tae 100. Base OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
gs } igi as rking life, even if retired) 
e383 ver - Polend U.S.A. 
8 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
° I Francis Kowalski Rosalie Lisnefska 
aS i WAS i ca tuak U. S$. ARMED va 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
~ fas. 9. oF uaknowe] {IF yes, give wor or dates of service} 
No - 2 Springfield Hospital records 
18, CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c).] INTERVAL BETWEEN 


SET AND DEATH 
RT I. n 
PART 1. DEATH WAS CAUSED BY: Cerebral hemorrhage 
F 


Then please rem 


J DUE TO 


Conditions, if any, which w___Hypertensive arteriosclerotic cardiovascular dis) Years 


gove rise to immediate 


cote (0), stoting the under. ( OVE TO 
lying couse lost. w 
Part U. OTHER SIGNIFICANT C: amt CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)|19. WAS AUTOPSY 
Chrond c brain synd me asso.with cerebral arteriosclerosis with VSD) NOR 
0 ~ | 


Gc CCIDENT WAS UNDERLYING a ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 16.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
———— 
20c, TIME OF INJURY Month, Day, Year | 20d. INIURY OCCURRED | 20e. PLACE OF INJURY [Home, form, 1 20F, (City or town) {County} (Stote) 
Hour o. m. White Not while factory, street, office bldg., etc.) 
p.m. wv jot work [1] ot work [7] H 


MEDICAL CERTIFICATION 


R: After this certificate has been signed by the ottending physicion ond completely filled in b 


letached for use os the burial-tronsit permit. 


the registror prior to burial, cremation, or removal, ond in any event within 72 


OR ATTENDING PHYSICIAN: The fow requires that the death certificote be executed within 24 haurs after death. Page 4 
he hospitol or attending physician. 


21.1 certify that | attended the deceased fram. _. -- 19.22_ ~ - 19.22 .,that | last saw the deceased 
alive on. Augush 13... 12.56. and that death accurred ot7215._ Po, fram the causes and on the date stated abave. 
£ ADDRESS (Street, city of town, state) DATE SIGNED 
Sy F Springfield State Hospital 8/14/56 
ig ‘ Ce Se ee ie ae ae ee a 
£az 
Zeq3 Namettyes_Walther H. Sonnenfeldt, M.D. Sykesville, Maryland, 
SEEO Zo. BURIAL, CREMATION, | 220. DATE THERCOF Ze. NAME Op CEMETERY OR CREMATORY Md. eau a town, er county) (Stote) 
9758 noun te J 
eas [3 AAAIARL [TOM A aba. LA PHAM 
- . FUNERAL DIRECTOR'S SIGNATUR oi [2ao. “9 ¢ re) eat: = GISTRAR'S SIGNATURE 
VS Als (4) Ist | C Ban 
TSM 9/55 Pi 


G 


3A NvaEnd 


3 OT nw 


Darsostl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


a 


a 0420 CERTIFICATE OF DEATH noe ofl 8163 
se 15 ‘ol Ee eg. Dist. No: 
2F M 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before edmission) 
g LK i , 
538 Carroll MARYLAND Maryland » COUNTY Baltimore County / 
3 rs 5 cITy OR TOWN it ude serporol limits, write | ¢. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give neorest town) 
o Y, and give neorest tawn 
52 . kesvitte 15y310mo. # Dundalk - 
> i] 
eS da. SRE Rthoe {If not in hospital, give street address) d. STREET ADDRESS e. 5 Capes 
ta ‘ 2 2 IN 
s Springfield State Hospital 510 Wilson Avenue Yes) NODE 
2 
o 3. NAME OF First Middle Lost 4, DATE Manth Doy Yeor 
- DECEASED OF 
. (Type or print) Mary LALLI DEATH August 20 1956 
& Z 6. COLOR OR RACE |7. MARRIED CXNEVER MARRIED [] |8 DATE OF GIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS, 


Hours Min. 


May 8, 1891 ie a 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11, SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


White |woownQ DivoRceD (J 


/| Housewseee err teed - Massachusetts: U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ie Jacob Jacobson Elizabeth Pelandeo 


I cs WAS eer every U.S. elie coe 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
ay Niece er aaserwrie pineal 
‘ () i! Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).J 


PART I. DEATH WAS CAUSED 8Y: 
ATWMEOIATE CAUSE jo)__ Dbronchopneumonia 


INTERVAL BETWEEN 
ONSET AND DEATH 
by 


Then please remave carban papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs affer death. Page 4 
R: After this certificate has been signed by the attending physician and campletely filled in by 


i DUE To 
= Conditions, if ony, which rn Septicemia 
é goye rise to immediote { 1. 
a cotse (0), stoting the under- 
gs lying couse lost. @ Abscess in right thigh Weeks 
Bee é Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T[o]]19. WAS AUTOPSY 
es & " ME 
as9 & Schizophrenia, paranoid type ves] NOC] 
Sree = ]200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 18.) 
BS & | OR CONTRISUTING C] CAUSE OF DEATH 
Bod © | IF EITHER, NOTIFY MEDICAL EXAMINER) 
356 & |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
se 5 Her. Me. ms Wiig ACL NoaeFoIG foctory, street, affice bldg., etc.) | 
sz: = p.m. 19 Jot work (J ot work ' 
cs & 
E28 
£e8 
q 
= 
3 [| [Stonarure Se EEE MO, nn nn Rana cn eee nee cede aeenecen nena nena 


£62 
£222 NaWe(reel__Walther H. Sonnenfeldt{ M.D. _Sykesville, Maryland, 
g a3 3 Re. aUNAL ect ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
zor 2 BO Seg” | aug24th1956 Ea stern Blvd. Balto Co.Md. 
. e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: ‘2do.jR G EGISTRAR 2db. REGISTRAR'S AGNATURE 
¥5,AN5 {0 : John G. Connelly Essex, Md. a Henn Sie 2 


7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 8 6 
8190 CERTIFICATE OF DEATH 164 a¢ 


Reg. Dist. No. 


onl 


sz 

3 ‘= ( i A La on pias a ota ee (Where deceased lived. If institution: Residence before odmission) 

4 b. COUNTY 

328 — Carroll ee Maryland Howard 

Be b. CITY OR TOWN (If autside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

$2 =/ RURAL ond give_neorest town) a 

53 A} Sykesville , days Elkridge Vet 

we d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 

oad OR INSTITUTION. ON A FARM? oY 
= Springfield State Hospital 521 Main Street ves C] NOTE 
5 3. NAME OF First Middle low! 4. DATE Month Doy Yeor 
= (Type or print) Thomas Henry, Jr. LITTLE DEATH August 21 1956 
& 
oo 
3 


5. SEX 6. COLOR OR RACE |7. MARRIED (L] NEVER MARRIED [7] | 8. DATE OF BIRTH Pee tine HEUNDER 1 YEARLIF-UNDER 24 HRS. 
b ml 
Male White —|woowe(]  ovorceog | April 3, 1875 BE be Swed Bae 


l 10a. USUAL OCCUPATION (Give kind er work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
~ during most of srevkicg ‘even if retired) 
. |\ Plumbers' helper - Maryland U.S sk. 
d ). FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
| Thomas Hel Little are Clarabel Causey 


A, | Aes, no, or unknown) {V1 yes, give wor or dotes of rervice) 
No - ~ Springfield Hospital records 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c)-} 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE Cause fo)__Le _ Pulmona 


C DUE TO 


INTERVAL BETWEEN 
INSET AND DEATH 


utes 


embolism 


Then please remave carban papers. 


Prostatectomy 


Conditions, it any, which 1 
gaye rise to immediote 

cote (a), stoting the under: ( OUE TO 
lying couse lost. ) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ya) ] 19. psa Lami 
Chronic Brain Syndrome associated with senile changes. ves] Not 
200. ACCIDENT Near pray: ING O ‘Wb, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port U or Port Il of item 1B.) 
OR ‘CONTRIBU’ TING: CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F, (City or town) (County) (State) 
Hour 9. m. While Nat ig factory, street, office bldg., Cah 
p.m. 19 fot work [J ot work 


21. | certify that | attended the deceased Seo 19.56., to. oe 1956. that | last saw the deceased 
olive on... August 21, 1256, and that death occurred ot_212504u, from the causes and an the date stated above, 


It ADDRESS (Street, city or tawn, stole) DATE SIGNED 
WALL Springfield State Hospitel ____ 8/21/56 


R: After this certificate has been signed by the attending physician and campletely filled in by 
MEDICAL CERTIFICATION. 


tached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, or remaval, and in any event within 72 hours after death. 


the haspital or attending physician. 


te 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The tow requires thot the deoth certificate be executed within 24 haurs ofter death. Page 4 


ACTUAL 
2 SIGNATUR meal 
£a2 

> 
228 NaNeliyes Walther H. Sonnenfeldt, M.D. | Sykesville, Maryland 
33 * ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
~5 8 REMOVAL (Speci 
eS 3 Buria. Aug e25/56 Holy Redeeme ¥i Balto d : 

Upyr GTORSAGNATURE # ADDRESS EC:D BY.REGISTRAR _| 24b. REGI aGNarure 4 Ay 

dean Hilapd a Aang MR OSes ROS ney 
SANS (4 2024 Orleans St. 31 (4 : vy A 


om 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 8 1 6 5 
8191 CERTIFICATE OF DEATH re ye 


INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter only one couse pe 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (2) 


> 
83 1. PLAGE OF DEATH 2 pe RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& °. ; 9 b. COUNT 
32 die RO pasate A ALND AR ROLL 
Zs a &. CITY OR TOWN af ouhide ewe fimits, write [¢. LENGTH OF STAY IN Ib . or OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
s hw VV, negrest rN D 
= [? 
5 ey Nee EARS SV V4 /N DSA 
ee A aay {tf notin pep Give sreet oddress) | a. Ald ADDRESS e: 1S RESIDENCE 
3 9 NA 
nN “' L 
5: td BBA ae 
z 
3. NAME OF Fi Middl 4. DATE : 
so Dectasep iret iddle Lost Tt Month Doy Yeor 
3 (Type or print} 19 cA 
& 5, SEX Ts cade ‘OR RACE a aa aie ane eB . DATE is BIRTH 9 AGE (In sp TFUNDERV YEAR] IF UNDER 24 HRS. 
lost birthdo) Dos | 
; US ldap eeu coer ee 
8. Bo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR pues 7 mRTHPACE (State or Lo ¢ country) 12. CITIZEN OF WHAT COUNTRY? 
85 F during most of working life, even if retired) a ibe eees 
cv fi iA O vAY) O = 
25 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
of 
ao . 
oS LAAN _K OA Ke ms a VO) rie A = 
5 : 15. WAS DECEASED EVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ft eee era ee idee $ # /4b 
2 — 
sf J a ALO KLE KUTHL MAGLI DEL NEW Vi KS2 
8 
a 
© 
e 
= 


DUE TO 


Conditions, if any, which ) 
gove rise to immediote 
couse (0), stoting the under. 
lying couse lost. (6) 


rs Part ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
= F =. © 

$ yes] not] 
= | 200. ACCIDENT WAS UNDERLYING ()__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I of item 1B.) 

& ] OR CONTRIBUTING [} CAUSE OF DEATH 

G |(F EITHER, NOTIFY MEDICAL EXAMINER) 

z 

S 20f. (City or town) (County) (Stote) 
& 

= 


PO. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INIURY (Home, farm 
Hour 0. n, While Not ia toetery, Seer often Eig. 
p.m, ot work [—] at work 


21. certify that | attended the deceased fram.___. pe =a T19.SZethat t last saw the deceasec: 
alive on__..._Lhdtey 2=___., wie, and that deoth ‘ons ot, Za! M, fram the cayses and an the date stated abave. 


ADDRESS (Street, cjfy of town? state) DATE SIGNED 
seth _9/ ae Lg i | lc tate [Gr Ee heh 


me rH Le GG UNION Sir. - EME 


Pema wee iy Pepe MI es ag “ee (State) 
Ov 

‘5 L) /? ; A 
Mv A, K an 0 LL An Phy HE okey oie 


R: After this certificate has been signed by the attending physician and completely filled in by 


he hospital or attending physician. 
jached far use os the burial-transit permit. 


ep 
ree: 


page 3 shauld 
the registrar prior to burial, crematian, or removal, and in any event within 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


TO FUNERAL Df 


MARYLAND STATE DEPARTMENT OF HEALT H—BALTIMORE, 18 


mal 


(18166 


bp & 219 CERTIFICATE OF DEATH te ig 3 
i 2 = 1. PLACE OF DEATH = SeeE ee (Where deceased lived. If institution: Residence before admission) 
€ 38 aye Carroll marviano |} STATE Maryland ® COUNTY  Garroll 
= 3 ¥e b. CITY OR TOWN {If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporote limits, write RURAL and give nearest town) 
$38 F) RURAL and give nearest tawn) 3 % lat, Henke. % 
D SD ykesville MOS. estminster, Row ") 
3 e 4 da. bey ge ek i {IF not in hospitol, give street oddress) d. STREET ADDRESS e. eee A / 
= d 
es Springfield State Hospital Route 5 E ves) noe 
g = 6 3. NAME oF First Middle lost 4 DATE 4 Month Doy Yeor 
& 25 {Type or print) Bessie Louise Pickett MARING DEATH August 16 1956 
= = i 5. SEX 6. COLOR OR RACE | 7. MARRIED! NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
32 o é "Sh doy) Min. 
eee Female White wivowep [] _—vivorceo [] April 25,1908 yn. 
2 E a z 100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 < u 
3 8gs aunna coud wpur life, even if retired) lend U.S.A 
E ves ousewire - Mary f:tef ecehe 
a3 6 a . 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ese 
mes H Pickett Florence Con 
eee, arvey Picke ore way 
= $ 8 3 15, WASIDECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
= 6 fas. 0,,fi¢ unknewn} (IF yes, give wor or vervice) P 5 /; 
& gts Noy’ - (5-26 -~Y6/¥ Springfield State Hospital 
3 g § 3 USE OF DEATH [Enter only one couse per line for (0). (b). ond (<}-] INTERVAL BETWEEN 
eo aes Paes PARTI. DEATH was causep ey, Cancer of Rxmust lung awe 
PS ‘a (lla oh lt oan 

£ eS : 
5 28 if va DUE TO 
= Fe. We Comiitiaas, if ony, which Metastasis of breast cancer 2 years 
3 2e8 ee C 
a ees aan 0), "rete the under: (| DUETO 
2 § as ? lying couse lost. (2. 
21g 5 8 z Paer Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. WAS AUTOPSY 
SES=ES o PERFORMED? 
SRBE 2 
cee s Involutional psychotic reaction ves) NODE 
= eae Be? = | 200. ACCIDENT WAS_UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
ra ae & | OR CONTRIBUTING CI CAUSE OF DEATH 
qeveo © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zoges & |2c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Si, (20. fay Hour o.m. While Not white foctory, street, office bldg., etc.) ! 
E5275 = p.m. 19 Jot work [1] of work t 

Rage Sia 
2ss Zhe 21. | certify that | attended the deceased from. May 17, ae te August 16 19.22.,that | last saw the deceased 
Bt<28 i August 15 56 12:]0A 

se, © ative an__ AU gust 3), ____, 19.29 __, and that death occurred at +S M, fram the causes and on the date stated abave. 
bE *gss . ADDRESS (Stree!, city or town, stote) DATE SIGNED 

“OAc 5 . ci m, stot 
<2 3 SENATOR /,. ... Springfield Hospital 8/16/56 
OfS08 / he ee ee... ee 
Zo288 haeeuns Walther H. Sonnenfeldt, M.D. Sykesville, Maryland. 
Sie es soeenn pe eee re ee no eee 
& S32 me Fla, BURIAL, CREMATION, | 22b. DATE THEREOF Fs NAME OF CEMETERY OR-GREMATORY B24 LOCATION (City, town, oF county) oe 

© ‘i - is o 4 
2e28s ONT On) | -20 -(956 Win Freld Qypchor bod Co: Q 
ofo c= YRC ‘A é 
pee RAL-DIR i <R 7 2do. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS AIS (4 /y / 4 
evs Y), Lids we 4 


Bo bo D STATE DEPARTMENT. OF HEALTH—BALTIMORE, 18 us 1 6% 


20a, ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Post t or Port I! of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F. (City or town) (County) (State) 
Hour 0, m. While Not while factory, street, office bldg., etc.) ! 
p.m. 19 [ot work [] ot work bp é H 


21. | certify that | altended the deceased fram____/S@pe4s27_, 19_ BS ta. Auge2ht, 1956 that | last saw the deceased 


olive on_____ Auge 2h, eee , 1222___, and that death accurred ol2sh5Am, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stole) DATE SIGNED 


MEDICAL CERTIFICATION 


he haspital ar attending physician. 
etached for use as the burial-transit permit. 


the registrar priar ta burial, cremation, or removal, ond in any event 


rH 


Items 1 
CERTIFICATE OF DEATH wai is ae 
ae 2. wet re a (Where deceased lived. If institution: Residence before odmission) 
b. COUNTY 
et ed land Prince Georges 
b. CITY OR TOWN {If outside carporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest town) 
URAL ong give nearest town) 
r esviile éMio days Mt.Ranier 
2 - NAME OF HOSPITAL {If not in hospital, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
oo —* OR, nett el ON A FARM? 
2 BS Springfield State Hospital 4200 29 th Street YES ENO Ge 
i = 6 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
See Tyaeor pant Burton William Markward DEATH 8 251956 
c £8 
cS >. 5, SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. pore IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= 3 Do Mi 
2 eek M w wiboweo Es bivorceo) | Jae) 186 70 os. gee | is 
23 
2 & = * 10, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
> 2 
Bae a5 dorpyne most mg ornrg life, even if retired) 
Svcs z Washington D.C. U.S.A. 
e J 3 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ee fede 
amie George Markward Belle Hutchinson 
a = 8 8 i WAS. ree —— U.S. ARMED —— 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
P= a Ze Tes, no, of ynknown) {tt yes, give wor or dotes of service) 
& pfs , unk 679-03-1,077 Hospital Records 
Pee a B 
5 vgs I 18. CAUSE OF DEATH [Enter only one couse per fine far (0), (b), ond (c)- INTERVAL BETWEEN 
S$ §2 y ONSET AND DEATH 
u = 2 A 
2 25 PART |. DEATH MEDIATE caver fo) AY veriosclerotic cardiovascular disease ears 
ba £e ij DUE TO 
es eb, Conditions, if ony, whi: 1 
. if ony, which es 
3 8 gove rise to immediote 
a es cote (a), stoting the under. ( DUE TO 
g a lying couse lost. fe) 
z g Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Ma al 
oe] ay 
268 Chr.brain syndr. assoc,with cerebr.arterioscler. with psycho reaction “SO “o GE 
eee 
z 3 
52 
bas 
e528 
a5e 
ae 
8 < 
é sé 
R SSWATUR 
«2 
0252 g 
23238 Naaties JUlian Radzykewyez 
Pe bled 
= iS 5 
F 3 3 *: No. Lae One 2b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. Piet (City, town, or count {Stote) 

~~ 
i 2 Barra | 8/28/56 Evergreen Cemeter Bladensburg, Md. 
= & 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR 2db, REGISTRARS SIGNATURE 

Vs Al5 (4 iy 

Yatyrss 2 Lay eet AD i Ls AT AM Melee Y/29f56 44 e 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 
202 Be 3l=56 et 08168 
CERTIFICATE OF DEATH 


Item 9 FilmG bé 


18. CAUSE OF DEATH [Enter only one cause per line for (a), {b}, ond (¢).] INTERVAL BETWEEN, 
PART #. DEATH WAS CAUSED By: 4 
IMMEDIATE CAUSE (0 Bronchopneumonia Hours 
DUE TO 
Conditions, if ony, which ) Septicemia Weeks 


gave rise to immediate 
catse {0}, stoting the under- ( QUE TO 


lying couse lost. {c) Decubitus ulcers Weeks 
Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. WAS AUTOPSY 
: ° Vie a we Se 5 4 PERFORMED? 
hronic Brain Syndrome due to cerebral arteriosclerosis with psychosis ves] No f] 
20a. ACCIDENT WAS_UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour o. m. While Not while 
p.m. 19 Jot work [7 ot work 


21. | certify that | attended the deceased from uly o-. Fees 1956. that I last saw the deceased 


alive an_August 19 __ 2's 19.56 .., and that death accurred at_lé _M, from the causes and an the date stated above. 
y; ADDRESS (Street, city ar town, stote) DATE SIGNED 


Reg. Dist. No. 
W bie Li DEATH 2. See nO RECE (Where deceosed lived. If institution: Residence before admission) 
3 oa. a. b. COUNTY 
“3 Carroll ia ile ind Maryland Montgomery 
%, b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) / 
XK Sykesville 1 mo, ,9days Washington Grove 
d. NAME OF HOSPITAL (If nat in hospital, give street address} d. STREET ADDRESS e. pas a 
= SpringPield State Hospital 111 Maple Avenue ves [] No 
pe 5 3. NAME OF First Middie lost 4. DATE Manth oer Year 
a {Type or print) Sarah Osborn McCATHRAN DEATH August 19, 1956 
= 
S 5. SEX 6. COLOR OR RACE |7. MARRIEDY=] NEVER MARRIED [-} | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
a> thay) | Manth 
5 % Female White wipoweo [] orvorceo Nov. 6; 1889 At” CB. Ca ee "s 
ae 
4 ao: 100. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
so : during most of working life, even if retired) 
atete Clerical - New York State U,S.Ae 
° a & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
goa 
isaebe Albert Osborn Phebe Jane Rosencrantz 
B33 1S, WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
a & oy (Yer, no, or unknown) {IF yer, give wor or dates of service! i 
ge ° | - Springfield Hospital records 
E38 
2a 
Ge 
Ze 
3 
3 
3 
2 
& 


20e, PLACE OF INJURY (Home, farm, 1 20F. (City or ti Sich 
foctaty, street, office bldg., etc.) ! ee oe co) gd) 
{ 


MEDICAL CERTIFICATION, 


cremation, or remaval, ond in any event wi 


: After this certificate has been 
fetoched far use os the burial-transit permit. 


the haspital or attending physician. 


TTENDING PHYSICIAN: The law requires thot the deoth certificote be executed within 24 hours offer death. /Page 4 


Nave (yey_Walther H. Sonnenfeldt, M.D. . Sykesville, Maryland te | 
Bie BURIAL, CREMATION, 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. 10 (City, tawn, or county) 
DIRECTOR'S SIGNATU ADDRESS “ 2da. REC'D BY REGISTRAR | 24. REGISTNAR'S SIGNATUR 
oP Eade, Pashinbf lk we 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH reg, bhSrb, 69 


aed 


st 
3 3 ee USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
0S b. COUNTY 
£ MARYLAND , ’ 
38 LLAR Lp (2A MEG 
° 3 ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If aulside corparote limits, write RURAL ond give nearest town} © 
5 
“S s e-& Mo Unknown i 
2 J OF HOSPITAL (If not in hospitol, give street addresf) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION mae ’ ON A FARM? 
PR WS d S P T-£. {TO [D> - (LM = LLE ANID yes] no 


3. NAME OF {i First Middl Lost 4. DATE Manth Day Yeor 
DECEASED by OF 
{Type or print BGNES MeConne))|  Rugust 1 19-5" 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [| 8. DATE OF Bier 9 AGE (In 9 UNDER 1 YEAR] IF UNDER 24 HR 
i 
<Male| Wh) wivoweo(J—séDivorcep (J 6 -2 Fe If 65 


Hours 
100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign coun! 
during most of working lif if eti 


Poges 1 and 2 sh 


yrs. 


+ 


2 if retired) yh 


hd Gas 
14. MOTHER'S MAIDEN NAME 


Me Comnve TaANve e Conne)]) 


fi 
}. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. RIT" . |17, INFORMANT Add: y, 
15, WAS DECEASED EVER IN U: S. ARMED FORCES? |16. SOCIAL SECURITY NO. FO = mm 3OR aa “aE 
MO R Wo faAnd Me Conwe pPAlte, MD. 


12. CITIZEN OF WHAT COUNTRY? 


“sR, 


13. FATHER’S NAME 


dowel 


Then pleose remove carbon papers. 


R: After this certificate hos been signed by the attending physicion ond completely filled in by #! 


£ 
8 
Uv 
s 
‘6 
& 
‘oo 
ww 
2 18, CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (¢)- . Y, Z eee SETWEEDt 
: PART |. DEATH WAS CAUSED BY: 2 z 
< IMMEDIATE CAUSE (o] M1 ELTA EA ¥ MA Lie CEO CB Xs: 
3 / ; DUE TO 4 yy, 4p ZA Def, WA 
aS Conditions, if ony, which oS Man ttl ltd [LLL AP med a 
Eo gove tise to immediote ” 
Bc couse (0), stoting the ynder. ( OUETO 
e452 tying cause lost. a 
eS 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. Was AuTorsy 
y ao = 
Ege 5 ves} NO PY 
Pons = | 200. ACCIDENT WAS UNDERLYING []__] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | ar Part Il of item 16.) 
ees & | OR CONTRIBUTING L) CAUSE OF DEATH 
gees © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
£3 ees z Tome, form, 1208. (ci 
oESS & ]2%c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (State) 
righ 33 fal Hour a. #1, While Nat while foctary, street, office bidg., et 
sis 2 p.m. 19 fat work (-] at work D o! 
SCSs Z PT, cy 
ie 21. 0 certify that | attended the deceased, from Aaa lM Ata hod Bef. V2 feshat | last saw the deceased 
2? y & 
re $ alive on_&* WA cae ee? _, and tat death occurred at __, if Se fram the causes and an the date stated re, 


* 


the registrar prior to buri 


MO. WA 7. 


wenn AG 


Ze. BURIAL, CREMATION, | 22, DATEAHEREOF 9 fown, or caunty) (to 
we AIA AW DE UA yet. we 
ae BAEZ eencotlas Lee lly 


moy be retoined 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 haurs ofte’ death: Page 4 
poge 3 shauld 


TO FUNERAL Di: 


J 


ind 
Va 

n 

A 

e 

. 5 | 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1 08170 


8196 CERTIFICATE OF DEATH Reg. Dist. No. 7¢ 


< se 
® \g3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceoted lived. If institution: Residence before admision) 
So + s 
= £3 Carroll MARYLAND |} ° Maryland b. COUNTY Baito.City 
= By b. CITY OR TOWN (If aviside corporate limits, write | ¢. LENGTH OF STAY IN 1b || ¢, CITY OR TOWN (if avlside corporote limits, write RURAL and give neores! town) 
(l 
Ss $f — __ "RURAL ond give nearest town) ; 
C/o x Sykesville 10 days Baltimore 04 
= tat d. NAME OF HOSPITAL (IE not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
[] Lanta OR INSTITUTION ON A FARM? 
oes / pringfield State Hospital 12 W. Camden St.,Balto. ves (] NOX] 
= neve 3. NAME OF First Middle low 4. DATE Month Dey Year 
& 23 (Type ar print) David Smith MELVIN DEATH August 10 19 56 
=-3 8 5, SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED [2f] ®. DATE OF BIRTH 9. AGE (In years [IF UNOER 1 YEAR|IF UNDER 24 HRS. 
ne birthday) [Months] Days | Hours| Min. 
eel Male White wipowe [] pvorceo[] | Oct. 10, 1912 es 
3 § be 100. SEAL wget A ea kind - bts] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 e luring most of working life, even if refi 
g 508 Printer North Carolina U.S.A. 
g O85 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ebe 

ote ers Marshall Melvin Catherine Smith 
=) Bo 3 1S, WAS DECEASED EVER IN U, S, ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT hddres 
= a 5 = (Yes, 10, oF unknown) GE yes, give wor oF dates of service) 
SIN No - Springfield Hospital records 
% Ese 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (<).] INTERVAL BETWEEN 
EON na Oe . 
Sears PART Ic DEATH MEDIATE CAUSE ( Acute interstitial pneumonia 
es CAUSE (o] 
5 TF I +f DUE TO 
£ 2. ae ” 
= 2 Conditions, if any, which 
$ BES goye tise 10 immediate ( ast 
3 SSRIS cose (0), stoting the under- 0 
rf € 2 fee lying cause last. © 
3 3 S 2 a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop} 19. pee a 
SRSSs 2 ee SE E 
eass5 S| AeB.S. due to alcoholic intox.,D.T.'s,C.B.S.due to alcoholism ves 1) No [ac 
Fosasé = | 200. ACCIDENT WAS UNDERLYING C]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port Il of item 18.) 
ey ae & | OR CONTRIBUTING L] CAUSE OF DEATH 
22825 & [VF EITHER, NOTIFY MEDICAL EXAMINER) 
a de 2 
3 eos & [2%c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Hame, farm, | 20F. (City or town) (County) (State) 
S50 es a Hour 0. m. White NatisGhite factory, street, office bldg., etc.) | 
Rae. § 2 p.m. 19 lot work [1] of work [J H 

ayes , 
2 es 33 21. | certify that | attended the deceased fram__July.30._____ , 1926._, to__August 10... 19.56 that t fost saw the deceased 
Ea 5 $5 alive an_. Sh . and that death accurred at 1200 Am, fram the causes and an the date stated abave. 

2 ; : 
Ee aeP o f ADDRESS (Street, city ar town, stole) DATE SIGNED 
< re ) y 
specs / | [Sei ME) OL JOVVUM (UMA uo, Springfield State Hospital 8/10/56. 

&az 
azead5 PHYSICIAN'S 
meses NAME (Typel Walther H onnenfeld MWD : Ke: ae ve 
gtZ5e ee 2c. WANE OF CENETENY gk Cina TORY GAIPCATION (Ci, lof. or coop % 

a 4 4 

ote et Burst’ |P//r/Sb | Roath Ditncbte 1) (brotima, 
ele 23, FUNERAIADIREGSOR'S SIGNATURE RESS aa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

VS AIS (4) Wat. 4) Df Pl) vA #at| Rul @ 

15M 9758 a é OO Puek (1 fRO\| (WC Wey tig 

J 


MARYLAND STATE DEPAK one eee 
CERTIFICATE OF DEATH Reg. Dist. No. 2? 


L oasis DEATH 2, USUAL RESIDENCE (Wherg deceased dived. If institution: Residence before eerie) 
o. 4 b. COUNTY 
MARYLAND # ys 
Z ae’ (SS 
b. CITY OR TOWN (IF outside corporote limit, write [@ LENGTH OF STAY IN tb Gir A (If outside eprporote limits, write PURAL ond give near 


At ond g town) 


fit 7A Cf If C 
'd. NAME OF HOSPITAL (If not in pospitoll gi @, STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION ; ONA Fi 
ves “No 2 


. NAME OF /) as First Middle 4. DATE Month " Yeor 
{Type or print) ‘AL lEf- - UMM lad UGH bears 2 g io J (4 
6. ges RACE |7. MARRIED [/NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In R]IF UNDER 24 HRS, 


wioowep [] _—bivorceo [] tf, Uu-G~ / 57 2. Zo sb ed eae Min. 


We. AS reat work a kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. ORT HPLACE (Stole or bas country) | CITIZEN OF WHAT COUNTRY? 
ws ep ivies ife, even if retired) iy gf 
Bina ftiree. 


lye [GRO L, AELDL, 


tL xj aed Wi 


15. Wi Recceicee ny U.S. ARM Mf FORCES? [16. SOCIAL SECUfITY NO. [17. INFORMANT 
{¥98. 09, oF unknown} of service) 1 ee 2 4 . é yi OZ § J 
lad a Bega 1 hae AP S 


| ie. CAUSE OF DEAT av. i only one couse per tine for (0), {b), ond (c).] {/ ies INTERVAL BETWE Ti 


PART I, DEATH WAS CAUSED BY: ra D DEATH 
IMMEDIATE CAUSE (0) 


DUE TO 


ithin.72 hours ofter death. 


pews 


Then please remove corbon papers. Pages | and 2 sHUan 
\ 


. 
Conditions, if any, which 
gove rise to immediote 

couse (o), st the under. ( OUE TO 
lying cous fe 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10} | 19. ereaED 


yes [] NO] 


200, ACCIDENT Nae Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. ace OF INJURY (Home, farm, ; 20f. (City or town) (County) (Stote) 
Hour on. White Not wile factory, street, office bldg., ete.) ; 
p.m. jot work [] at work i 


21. # certify that | attended the deceased ee 1955_, to AugeS 1999 that | last sew the deceased 


30—m, fram the causes and an the date stated above. 
ADDRESS use city oF town, stote) DATE SIGNED 


8/8/56 


meeeuns M.C.Porterfield,M. Hampstead Wa, 8/8/56 


No. ABIQNAL Gpeelhy y DATE has ‘Zc. NAME OF CEMETERY OR CREMATORY 2d. wie (City. Ny tote) / 
EMQVAL (Speci 
DAALTH 40 Lien 


"Oven D is LLs e// 24a. REC'D BY REGISTRAR 24d. REGISTRAR'S. think 7) . 
‘ 
% file fptleod Milo 717 ip] DATE “ Wak 


my) 


R: After this certificate has been signed by the attending physician and completely filled in by t 
MEDICAL CERTIFICATION, 


he hospitol or ottending physician. 
tached for use as the burial-transit permit. 
the registrar priar to buriol, cremation, or removal, and in any ee 


* 


moy be retained 
page 3 should 
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x 
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TO FUNERAL DIR; 


TO DEPUTY MEDICAL EXAMINER: This certificote should be executed within 24 hours ofter deoth. 


i 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 68172 
8198 MEDICAL EXAMINER’S CERTIFICATE OF DEATH science a 


bgi¢e 
eS ¢§ 
© a 
& 3 £ / ~, 1 Rees Rie DEATH 2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
o . COU! 
a2 0 Carroll masmiano || °S™*™ Maryland * SONY Bal to.City 
Fea . a a b. loa OR foun canoes corporate Simin, write RURAL ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
fo = S ie rey 
i a . ykesville limos, ;9days Baltimore V / 
= 2 - d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitat, give street oddress) d. STREET ADDRESS e Taba 
2 Ses Springfield State Hospital 1934. N. Patterson Park Ave, Yes D) NO fp 
3 
2 7 i i . DATE Month Doy Year 
4 ‘DECEASED First Middle 4. fe 
> (ype or print) William Francis MYERS DEATH August 16 19 56 
= 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [3] 8. DATE OF BIRTH 9. AGE (in yeon =| IF UNDER TYEAR| IF UNDER 24 HRS. 


White widowed [] _ivorceo 1] 


10a. USUAL OCCUPATION fire kind of work dona! 10b. KIND OF BUSINESS OR INDUSTRY 
during mos! of working lite, even if retired) 


Jan. 2, 1911 “ie a Months per eer Min. 


11, BIRTHPLACE (Stote or fe country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A. 


File pages 1 ond 2 with the registror prior 


nknown 
] 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
__/{__ William ¢. Myers Loretta Sanner 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? | 16. SOCIAL SECURITY NO. /17. INFORMANT Address 
Tea, 10, @r unknown} (Uf yet, give wor or dates of service) 
No | “= - Springfield State Hospital records 
18. CAUSE OF DEATH [Enter only one cause per line for {0}, (b), and (c}.] INTERVAG BETWEEN 


ftem 18. Give Pages 1, 2, ond 3 to the funerol 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o) _ Han, neck x 
x DUE TO 
Conditions, if any, which eL. 


gave rise to immediate course 
(0), stoting the undertying( DUE TO 
coula! 6 Pt ie 
PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}/19., eee alt as 
Schizophrenic reaction, chronic undifferentiated type Yes f= NOX] 


in pen 
hief Medical Exominer’s Office otang with form PM3, Page 5 may be reloined for your file: 


(RECTOR: Page 3 shauld be used as o burial-transit permit. 


Zz 
: fol 
2 715 
3 Q 
$ © } 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Part Il of item TB.) 
F & | PRIMARY 8 or CONTRIBUTING O 
5 & | CAUSE oF DEATH. Hung himself 
$ § [20e. TIME OF INJURY “Month, Doy, Year [20d. INJURY OCCURRED. ]20s. PLACE OF INJURY (Home, farm, 1207. (City or town) (County) Grote} 
es 5 Ho While, Neo wile factory, sree, office bldg. ele} § 
= 2 ot work [] ot “4 vi ri 
2 21. t certify that ! tack charge of the remains described abave, held an Autopsy [_], Inspection EJ, inquiry i, and find that 
5 death resulted fram: Natural causes [J], Accident [], Suicide PQ, Hamicide (2. Undetermined cause [7]. 
sj 
= é sip, CHIEF MEDICAL EXAMINER [] BATE ere 
S524 ASSISTANT MEDICAL EXAMINER [] 
cas? EXAMINER’ 8/16/56 
£eee NAME(type) James T. Marsh, M.D. DEPUTY MEDICAL EXAMINERS] 
2iBe 720. BURIAL CRGMAON, | 22. DATE THEREDF Mic. NAME OF CEMETERY OR CREMATORY Td. LOCATION {City, town, or county) Grote 
32 x 6 a q Gh 4 9 R 
bie Li. Milig dy £7 iad KARE Lia gbrasacth eye MLA 
2. ia 24a. REC'D BY REGISTRAR | 24bRPGISTRAR'S SIGNATUR 
VS. AISME(S) My 
5M 9/55 p | ON, (71 ISD 1 VARA Af LY 
—ODUU UDD-; =iIrii==='§:!  __£,£___c_—_J__—_ © 


VA 7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
. CERTIFICATE OF DEATH 48173 


al 


oS a a Reg. Dist. No. 
7 5 Si PLACE OF DEATH 2, USUAL RESIDENCE (Where deceaied lived. If inwitution: Residence before odmission) 
Bo b. COUNT 
33 Carroll MARYLAND Maryland Carroll 
So b. CITY OR TOWN (If outside carporote limits, write |. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
53 RURAL ond slap poorest ton) é 
¥ estminster Wks Rural --Westminster 
¥ CNAME OF HOSPITAL (I nat in hespiol, give wrest oddren) od. STREET gia oS RESIDENCE 
BS 79 John Street RD. # 6 ves] Not 
3 5 3. NAME OF Fint Middle Lost 4. DATE Manth Doy Yeor 
aC Cryer i CHARLES He NINER bam AUGUST 2, i90© 
2 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | ®. DATE OF BIRTH 9. KGE (ln year JIE UNDER 1 YEARTIF me 24 HRS. 
vost ay] Mantht He Min 
ma white _|wioowng) — ovorceo | 4-17-1865 ost | | 


Le 100. re ‘OCCUPATION (Give kind af wark done] 106. KIND OF BUSINESS OR INDUSTRY ]1T. BIRTHPLACE (State ar foreign county) V7. CITIZEN OF WHAT COUNTRY? 
Re during mast of warking life, even if retired) 
« retired farmer owner Maryland U.S.A 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 Charles Niner Fredericka Swope 
° 
8 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT 
5 ere gevatconn) 1H pen grower er dame erred | Th On Mrs. Carrie Stimax, 79 Tonn St. Mak Selanne 
© 
8 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (ch) INTERVAL 
& ONSET AND DEATH 
a PART |. DEATH WAS CAUSED 8Y, p 3 2 
§ 5 ) IMMEDIATE CAUSE (a LO AA Aad tt “Gt A At-Z 76 
= DUE TO ( g 
° : e A . 
Conditions, if any, which () CAR ALAS PO ae ! ra 
gove rise to immediote 
cotse (0), stating the under. ( OVE TO ' pe 
lying couse lost. meen 


Past i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAT@ BUT NOT RELATED TO pail taco DISEASE CONDITION GIVEN IN PART 1(0)] 19. Marche 
i \J x 4 
ALANA ew A bh AWA MAA Aes Varnes ves NOI 


20a. ACCIDENT Wa AR Q ‘20b. DESCRIBE 1? INJURY OCCURRED. (Enter ndture of injury in Port t or Part t! of item 18.) 


OR CONTRIBUTING [) CAUSE OF DEATH. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY “Month, Dey, Yeor ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY IHome, farm, {20F. (City or town) (County) (Stote) 
Hour 0. m. While. __ Not while factory, street, affice bidg., etc.) ! 
p.m. eo —A9 Jat wark [1] at work 7] + 


21. | certify that | attended the deceased fromidt tn. i wh, wAdrAg, £7" 19. 2G thot | last saw the deceased 
olive on AAAS + ac. WS, andffat death occurred at__/ , fram the causes and an the date stated above. 


J ;. ° ‘ADDRESS (Street, city or town, stote] DATE SIGNED 
sentine OAL AKBALL es cae Ltt uo, ee he a LBC. 


MEDICAL CERTIFICATION 


R: After this certificate hos been signed by the ottending physicion and completely 


toched for use os the burial-iransit permit. 
the registrar priar to burial, cremotion, or removol, ond in gny event within 72 hours ofter death. 


he hospitol or attending physician. 


ite 
‘bowel 


td 
= 


O HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours m death. Page 4 


2 
agi ser, ey = ww Wand arrassa ir 1. 2-22 ” 
$ Pa = 220. BURIAL, CREM: IN, | 2b. DATE THEREOF fc. NAME OF CEMETERY GG OiRGRRGQRY 22d. LOCATION (City, tawn, or county) {State} 
32 8 "BORTRL” | $-5-1956 Brinley Lutheran Carroll Co., Maryland 
- 2 23. FUNERAL DIRECTOR'S SIGNATURE a 2do. REC'D BY REGISTRAR 2ab. REGISTRAR'S SIGNATURE 
¥5 AS a) Cc. Me Waltz, Winfield, Marylan one F- fh oS Sane 


z 


LL CLF 


$ °A NVAING 


Of 


~ 


a ; ey TAD 
m\ A 
argos 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8199 CERTIFICATE OF DEATH 


at 


6174... 


aie Reg. Dist. No. 

3% = a hae bic x ape 2. eae RESIDENCE (Where deceased lived, If institution: Residence before admission) 

fg 0. $ b. COUNTY 

32 MO Carroll MARYLAND Ma Carroll 

B 8 b. CITY OR TOWN (f outide corporate limits, write Te. LENGTH OF STAYIN 1b ¢. CITY OR TOWN (If oufside corporote limits, write RURAL ond give nearest town) 

3 L AL od give nearest town) 

é ston Taneytown 

¥ |. NAME OF Sant (IF not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE { 
a” 3 NA INSTITUTION ‘ON A FARM? 
. ve) NOE 
& “: a 
a 3. Pesta lcad ; First Middle Lost 4, pee Month Day Yeor 
$ (Type or print) Carrie R Ohler DEATH Aug 28 19 56 
8 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED (] | 8. DATE OF BIRTH 9. AGE {in yor IF UNDER 1 YEARTIF UNDER 24 HRS. 
logt birthday; Months! Bo; He Mir 
= F W wiooweoky pvorceo] | Mar 4,1872 $8 limes ces | cae | a 
a2 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
sé dying mos of working le, even retires) 
os 10us ewor own home Ma 
8 5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8° Samuel S.Null Mary I.Fair 
@ 3 Ny WAS Peer ORY U. $. ARMED iforcayse 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fet, nO, OF unknown If yes, give wor or dates of vervice! 
oR none Raymond J.Hhler Taneytown,Md. 
gz 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-] INTERVAL BETWEEN 
oF PART |. DEATH WAS CAUSED BY: ~0 fess bale 
ee i IMMEDIATE CAUSE (0 BALAD AA OO Eid 119 LS min vibe. 
3 j if DUE TO ‘ 
> Conditions, if ony, which re h Ge Prenin0 ~Qbaringrelorgtee 


gove rise to immediate v 
couse {0}, stoting the under. ( OUETO 4 () () OSL a gt 
tying couse fost. te MAYA c a g AAD EL = 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)|19. WAS AUTOPSY 
Yes] No 


‘200, ACCIDENT. Se sgt SS Ee oO ‘20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port IW of item 16.) 
OR CONTRIBUTING [] CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER), 


20c. TIME OF INJURY Month, Day, Yeor }20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour 0. n. While Not ie foctory, street, office bldg., eo) 
p.m. lot work [1] at work 


21. I certify that ira the deceased ae Lt 


MEDICAL CERTIFICATION: 


z= 1956. ,thot | last saw the deceasec: 
“pe _M, fans the causes and an the date stated abave. 


ADDRESS (Streefy city or town, stote) DDS SIGNED 


alive on___ OS. Se eS, 1296 _, and that death accurred = 


ACTUAL 
SIGNA’ MO. oo! 


R: After this certificate has been signed by the attending physicion and completely filled in by 


he hospital or 
etached for use os the buriol-transi! permit, 


the registrar prior to burial, cremation, or removal, and in 


i 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter death: Page 4 


Rey 
Da i ae 
222 veet___Oherlies 3 Williems Emmitsburg _ Maryland 
z2 ._eumitsburg Maryland 
SY ES ‘220, BURIAL, Gon ‘22. DATE THEREOF ‘Z2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
2S pace ‘aed 
toe eran Taneytown ,Md. 
i 23. FuNen NECTION SIGNAT ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE ' 
VS AIS 
15M 9: 


s ) Wltte A dd» “Mieromms Legal EDN) rag 


ay 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08175 
820 CERTIFICATE OF DEATH ge oe 


ss 
3 ; 1. PLACE vce et +4 Rhscteas ine Ore (Where deceased lived. If institution: Residence before admission) 
23 Be Se! Cervrot manycano |} f4 ght danel bounty 
a) 3 b. ce oR Tew (it sete dee limits, write | ¢. LENGTH OF STAY IN 1b fh OR TOWN {if outside corporate limits, write RURAL ‘and give nearest tawn) 
= and give neorestdown 
eS OW sy Retry ree 10/24/65 2tr mere Cit / 
¥. eee «hers {If nat in hospital, give street address) d. STREET ADDRESS: e. Eve ae 
iS ‘ youjpeelel State Hesps tall 2/S S$, Avtdington Ave Yes C] NODS” 
> isprimpprete State Hes “f 
= 6 3. NAME OF First a, Middle lost 4, DATE Manth Year 
- DECEASED ~ OF iJ 
2% (Type or print) Josef h lnemey Padi en DEATH Rey ave iv 9 $G 
2 3. Hy 6 COLOR OR RACE |7. MARRIED DRY NEVER MARRIED [] [© ones ‘OF BIRTH pes IF UNDER 1 YEAR] IF UNDER 24 HRS. 
jay| 
& ale i ite wivowep [1] pivorcep [] 13 Ll 77 7 aaa, is 
ge , 1 10a. au won of sorb (oie kind 7 oie 10b. RIND OF BUSINESS OR Seana 11. BIRTHPLACE (State or foreign cauntry) es CITIZEN OF oo 
= luring most of iy en if retil () 
es RebrredF an Worke Rots a &. ~ ean Mary leu of Ys 
8 & 13. FATHER'S NAME P e 14. MOTHER'S MAIDEN NAME rr 
8% Je aditn Cetherviue sale: Kelly 
8 3 ‘ WAS paces ts U.S. cla Last 16. fa) "ea ECURITY NO. i INFORMANT Address 
PopCap: paar 
© old Reeovels rin pelt VEate Vitor iPad 
° yp NOY Eee ie ee 
FE 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). and (c).. \) 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (] 


é ‘ DUE TO 
Conditions, if any, which o Gene val - Date riosele vos 1s Hypetensy 


gove rise to immediate 
cause (o}, stating the under: ( DUE TO 


INTERVAL BETWEE af 
ONSET “Hy DE 


/O ye &.7f 


o tetra : ve’ Cpneu tup te 


Then 


je has been signed by the attending physicion and completely filled in by 


€ 
& 
eas lying cause last, a 
Bee 2-= = S 
Ps gear Ih OTH oe eS DITIONS CONTRIBUTING TO DEATHA BUT NOT RELATED TO THE TERMINAL DISEASE, CONDITION GIVEN IN PART T(e]/19. WAS AUTOFSY 
BaE a 5 Coret BIe Sy inet D . ve ee Wes as Helene : eo Nop 
a3 a py +7 é = EN 
ara = [200. ACCIDENT WAS UNDERLYING L) 4 20b. DESCRIBE HOW TNIURY OCCURRED. ire nature of injury in Port | ar Part {1 of item 18.) 
ges & | OR CONTRIBUTING C] CAUSE OF DEATH 
gas & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
tors = 
oe & |20c. TIME OF INJURY Month, oo Year |20d. INJURY OCCURRED | 208. PLACE end tHome, form, | 20F. (City or town) (County) (tate) 
$3.28 a Hour ao. n. While eerie “set ait bidg., ore wee 
sz es g p.m. lat Ne a oa ‘at work [TJ 
= 5 
SS 21.1 certify phat, a the deceased from.___¢ eer wok, toy Sud aay a , 19.9.6 that | lost saw the deceased 
z i, 
ie = 3 alive on___ Mt SG, and that death occurred at’ LIM, from the causes and on the date stated abave. 
€ = 


fad 


ADORESS (Street, be or town, \pieeael DATE SiG} 
ot Ss ‘ SPRAIN GE Hosp. BP Ist 


z 
= 
s 
2 
é 
> 
= 
5 
— 
a) 
= 
6 
g 
c} 
13 
ls 
5 
cy 
— 
r] 
e 
2 
5 
3 
2 
. 
rs 
+8 
a 
6 
e 
= 


TO MOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Page 4 


) SIGNATUR .0. ee Meet EV Seed SS 
a 
oui ee Epnund LuUsTHAUS SYK asi (he Pi mee ay 
£8 iN ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (State! 
aD. OV: + x 
Gal a ML /7ari gynelelry Qua h an 

q E, Balh LA 1946 harry Yove 


3°A Nyqang 


T Onw 


Doarsoat 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 \ 8 17 6 
8201 CERTIFICATE OF DEATH ue vot 24 


1, PLAGE OF f pan eee. 2, USUAL RESIDE a Ps lived. If institution: Residence before admission) 
MARYLAND VB Sols 


b. CITY OR TOWN Cobhotl ovtiide oPoraye: limits, write | ¢, LENGTH OF STAY IN 1b 


‘\ mene Soe give negrest eee %, Z 4) bhee £24 2 


© ye eh if es. ee “% write tid ‘and give nearest town) 
d. NAME OF HO! Pore {IF not in ted give street oddresy d. STREET ADDRESS aces: 's Sa 
OR INSTITUTIO ee S at Uf | ON A FARM? 
1S 4 “ 6S/Or Whe 5 ves ers. 
3 ; 


Middle Lost 4. ee Month 
y ih Violet Louise RY "“M Bears Pe 4 


5. SE 6. COLQR OF RACE |7. MARRIED [] NEVER MARRIED [] |8. DATE OF sy 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS 
j 4 = wa fast birthdoy} [Months ih: 
CL WIDOWED [X~ —_DIVoRCED [] re) yrs. ee 


USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY {11. 8IRTHP 12 or or le country) 12. CITIZEN OF WHAT COUNTRY? 
ey he mow of parking life, even i retired) 


tal 
» 


eral directar, 
be filed with 


Yee! LE. 


LAT fe 
13. =a N. Va V4, wap Be [AME 
To QIe Lay) [AG Davis 
,| aot IN U. 5S. paige poe 16. SOCIAL SECURITY NO. | 17. hana Address 
PALS BALL ate 
3b) Fe kkCo-y 


16. ke OF DEATH [Enter only ane cause per line far (0), m4 and {c}.] 


crn oe was cusp OU ey t hth yy 
condition, tony. wtih) g, PLMEUL AAD bathieu zig 


gave rise ta immediate 
cote (a), stating the under. ( OVE TO 
lying cause last. (2. 


Arr Il_ OTHER SIGNIFICANT GONDITIONS CONTRYUTING 1,DEATH BUT NOT RELATED TO THETERMIQAL DISEASE CONDITION GIVEN IN PART [a)[1®. WAS AUTOPSY 
a C ‘ , y : PERFORMED? 
GE [4 Reed fa) Ahi fj} he yy yes 2] No Dt 


200, ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { or Part I! af item 
OR CONTRIBUTING O] CAUSE OF DEATH 
{IF EITHER. NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, ¢ 20f. (City or tawn) {County) {State) 
Hour a.m. While. Not while factory, street, office bldg., et 
p.m, 19 fot work [1] at work [J 


21.1 ay that { tat ia deceased _fram._ li 7D a 958 pf 1a bode /Fi9. CZ.that | last saw the deceased 
alive on_. AV ey Aw. b Gnd that/death accurred ot 2. » fram the causes and an the date stoted above. 


INTERVAL SETWEEN 
ONSET AND DEATH 


Then please remav: 


MEDICAL CERTIFICATION 


R: After this certificate has been signed by the attending physicia 


tached far use as the burial-transit permit. 
the registrar prior to burial, cremation, ar removal, and in any event within 72 haur4 al 


d by the haspital or attending physician. 


i 


ACTUAL 
SIGNATURI 


faz 
FA PHYSICIAN'S 
ro z 2 NAME (Type! ER See ee, ee me & be 
geo 22a. BURIAL, CREMATION, | Zab. DATE THEREOF Zac. NAME OF CEMEFERY OR CREMATORY Zd. LOCATION (City, fawn, or county) (State) 
BDS REMOVAL (Specify) 3 
at rema tion 5 Md 
= 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death, Page 4 


G 
> 
a 
‘= 


wine onecions goha ADRES ‘24a. REC'D BY fecarihe} aft REGISTRARS SIGNATURE 
/ i WRK dus ) O 2 / 
RAGLA i VY, beg ic JA s AGAKG “2 Les 


‘ VA 


ry 
Be 
zg 
o 
& 


in 24 haurs after death. Page 4 


icate be executed will 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death cer 


he hospital or attending physician. 


may be retained. 


Coal 


neral directar, 


Me. 


Then please remave carban papers. Pages 1] and 2 shi 


, crematian, ar remaval, and in any event within 72 bene after deoth. 


R: After this certificate has been signed by the attending physician and completely filled in by 


tached far use os the burial-transit permit. 


W 
ie 
the registrar priar ta buri 


TO FUNERAL 
page 3 shoul 


a 
> 


2 
= 


id be filed with 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 09 2 
© 8202 CERTIFICATE OF DEATH siniica 


1. PLACE OF DEATH 2, USUAL RESIDENCE {Where deceosed lived. If institution: Residence before admission) 
9, COUNTY oll Ankenes ©. STATE b. COUNTY 


Maryland 


b. CITY OR TOWN (if outside corporote fimits, write ¢. CITY OR TOWN (lf outside corporate limits, write RURAL ond Cir nearest town) 
RURAL ond oi nearest tawn) , 
‘kesville Baltimore j 


d. NAME OF HOSPITAL (If not in hospitol, give street fom d. STREET ADDRESS e. 1S bie wd 
m OR NST 10) OF ON _A FARM 
Spring: d State Hospital Unknown yes] NO Ft 
3. NAME OF Fi Middl Lost 4. DATE M 
aCe ist idle f DA lonth Dey Yeor 
(Type or print) James ROBERTS: pean August 0 1966 
S. SEX 6, COLOR OR RACE [7 8. DATE OF SIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
MARRIED [_] NEVER MARRIED {J bi os Saar aaa 
Male White wipoweD [) pivorceo [] PB yn. ca 
10e, USUAL OCCUPATION [Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most af working life, even if retired) 


l borer - Maryland 4 
(3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
IL) Unknewn Unknewm 
5. — DECEASED EVER IN U. 5. ARMED yoRcese 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
1Yes, no, or unknown) {IF yes, give wor of dotes of 
18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c). ] INTERVAL BETWEEN, 
PART 1. DEATH WAS CAUSED 8Y: Cc b: 1 y peapasliet ity 
IMMEDIATE CAUSE (0! erebral Hemorrhag day 
x DUE TO 
Conditions, if ony, which ry ypertensive cardiovascular disease Years 


goyve rise ta immediote 
cotse (0), stoting the under. (| DUE TO 


lying couse lost. te Diabetes: 2g 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. saa ad 


Dementia Praecox - Hebephrenic typ yes] No 


200. ACCIDENT WAS_UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part UW of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year ae Ren Seem 200. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour o. m. foctory, streel, office bidg., se 
p.m. jot Bceal Bs eh ‘ol 


21. | certify re I a the deceased fram.__.July 1, ..., 1950_, Pee 30... 1956_..thot | last saw the deceased 


_. and, that death accurred ot 62354 M, fram the causes and an the date stated abave. 


4 
9 
is 
= 
2 
= 
& 
& 
o 
Zz 
iA 
rat 
a 
= 


alive an. 
y ADDRESS (Streel, city oF town, state) DATE SIGNED 
[| [So8Atur wo... Springfield State Hospital. 8/30/56. 
NAME (fypel_ Wall the onnenf'e _ykesville, 


‘220. SURIAL, can 2b. DATE THEREOF Zc. NAME OF CoMETER CEMETERY OR CREMATORY 2d. TOCATION rer. town, or county) (Stote] 
EMOVAL (54 (Stote) 
emova. Anatomy Board, U, of M.| Baltimore, Maryland 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS he —- 8Y a ei fe Po = 

Man. a dL 
A 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


ani 


£ On CERTIFICATE OF DEATH kag lott ~ 
sé 
32 7 eS PLACE OF DEATH 2 USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
s2 w ie Carroll MARYLAND || & Maryland b COUNTY Balto.City 
Be b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If oulside corporole limils, write RURAL ond give nearest lown) 
5a RURAL and give nearest tawn) 
2 : Sykesville 19 days Baltimore 
2 d. NAME OF HOSPITAL {If nat in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
4 OR INSTITUTION ON_A FARM? 
s 1816 Fleet St., Balto, ves (] No 
6 3. NAME OF First Middle Lost 4, DATE Month Day Year 
- DECEASED» 7 OF 
% (Type oF print) Helen Irene SPATURA DEATH August 6 1956 
2 S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] 9. AGE {In yeors [IFUNDER 1 YEAR]IF UNDER 24 HRS, 
} 


Doys | Hours] Mi 


ee 1889 ‘ppnen 


Female White |wivowen fg —divorceo 


D hosis ves) No 
200. ACCIDENT Wi INDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature af injury in Part | ar Port Il of item 1B.) 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour o. m. While Not while foclory, street, affice bldg., etc.) | 
p.m. 19 Jot wark [] ot work i 


= 
es) 

qs 

2 

2 

=, 

o 

2; 

Fs 

€ ae 100. USUAL OCCUPATION (Give kind af wark done| 10b. KIND OF BUSINESS OR INDUSTRY [11, BIRTHPLACE (State ar fareign country} 12. CITIZEN OF WHAT COUNTRY? 
sgt ¥ during mast af working life, even if relired) z 
Res : Housewife - nimowx Austria Unknown 

i 3 5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

ese 

Soe Unknown Unknown 

NS. 3 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? {t6. SOCIAL SECURITY NO. | 17. INFORMANT Address 

a 5 +£ DT Wis 20, oF unknowns (IF yes. give wor oF dates of service) 

ofs No 215-01-3817 | Springfield Hospital records 

fe 8 Z 18. CAUSE OF DEATH [Enter only ane cause per line for {0}, (b), and {c)-} INTERVAL BETWEEN 

2 a PART |. DEATH WAS CAUSED BY: Cc ONSET ARERDERTH 
a _ PART DEATH MEDIATE CAUSE fo erebral hemorrha 40 days 
£¢ | DUE TO 

Bz Conditions, if ony, which »_Arteriosclerosis Unknown 

BE gove rise lo immediote 

eg co¥se (0), stating the under- (OVE TO 

oe lying cause last. el 

Be Ayingseahe dei 

8 5 Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. WAS AUTOPSY 

— Chronic brain syndrome associated with cerebral arterioscleros th bing 2 ac? 

2 

2 

oO 

8 


MEDICAL CERTIFICATION 


After this cert! 


R: 
letached far use as the buri 


the registrar prior to burial, crematian, or remaval, and in any event wit! 


ACTUAL 
SIGNATURI 


OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death. Page 4 


ined _by the haspital or ottending physician. 


it 


='6 "4 
z er ie NAME tives) Walther H, Sonnenfeldt, M.D. _ a 
S38 go 72. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City, town, ar county) (State) 
Oras REMOVAL (Spec) 
ofoe Buri Aug 10 956 ani s Baltimore, Ma and 
- - 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Jalal de€> agyrecistpar | 24b. REGISTRAR S/SIGNATURE 
‘ap : CP OeTg He 
¥3 AIS. Lilly & Zeiler Ine., 03 S. Wolfe Street DATE O Cm : 
eee eee ee be hy Bk Cromer | 
J 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
824 CERTIFICATE OF DEATH 


— 


08179 
3 


ig ns Reg. Dist. No. 2, 
s 2 5 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution, Residence before edmision) 
eg & °. °. b. COUNTY /” 
< £2 Cary 0 MARYLAND Merd land Carros 
Sree b: CITY Ok TOWN {if ounide corporete limits, write | ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (ff outside corporote limits, write RURAL ond give nearest town) 
§ 6 / ond giye nearest town! 4A ‘ 
4 ge / Mb he Ye yrs, t-Alry x 
is B\. / |. NAME OF HOSPITAL [not in hospital, give tirect oddress) ‘d. STREET ADDRESS e. 1S RESIDENCE 7 
ry a OR INSTITUTION -: ON A FARM? 
£ 35 ‘ Home Ridee Avenve. ves E] No pa 
5 
pee 5 3. NAME OF First Middle tot © Date Month Doy Yeor 
— ‘ama ™ . ne 
a 35 (Type or print) ar Lone Spurrvie bam Avg wit 7 04 
= =e 5. SEX 6. COLOR OR RACE 7. maRRieD [J NEVER MARRIED [] | 8: DATE’OF BIRTH 9. pCEIG A IF UNDER 1 YEAR| IF UNDER 24 HRS. 
oe 7 é Min. 
ate ay mele | White |woowose oworeog | June ZU, J&7O a pee | i 
3 
2 € Pa 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 88% during most of working life, even if retired) /v / Gk 
S$ 2e8 euvse wife Mente lary laud ga 
g °85 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ese ‘ , 
te JosepA Weishaar Mary Angeline Reaver 
= 5s3 15, WAS DECEASED EVER IN U, §. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT cs Address 
= 6 cs 4 | (ren no. or unkown) {it yes, give war ar dates of service) 
Ce GAS awe 
2 28 
F 3 3 2 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-} 4 IR TeRRET WE LE 
O LaF PART |. DEATH WAS CAUSED BY: , at d = 
eo) ae rae IMMEDIATE CAUSE (0 cute Congo (five Heart Failure 
5 =e $ ? QUE TO c 
=) oes Conditions, if ony, which ? rtevie seleroxle He We Dis 
s = : c] gove rise to immediote DUE TO 
£ 28 i 
5 &ke cotise (a), ttoting the under 
4 (age = lying couse lost. ic 
£5 os : 
5 ce] 3 5 x 3 Past If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. pee HM 
SROSE z= 
eases dis ves nop 
9 zc ner ry ry 
oe = Tos, ; ; 
Fol Bes = [20a. ACCIDENT WAS UNDERLYING L]__[20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part Ht of item 1B.) 
geet: & | OR CONTRIBUTING C] CAUSE OF DEATH 
zeees G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Le ee 4 
23535 & |20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stole) 
= Ear) ° 6 Hour om. e Write n Not “ile foctory, street, office bldg., etc.) } 
25 jot worl ot worl 4 
Ra SElLsS = [8 
oe bs ; = P = 
Zees s 21. | certify that | attended the deceased from._._.273Y ______, 19.8 Bes to AE Ve Bos , 195 G.,that | tast saw the deceased 
& 3s ‘ : 6k 
Bos $5 alive ons Lee Gn bf norns wSL.., and that eath occurred at_32 = A.M, from the causes and on the date stated above. 
E ere 3 a ADDRESS (Street, city or town, stote} DATE SIGNED 
< rl } ACTUAL oY, WIZ - eg G,* k f a “1 HT 
<a 5 / | |siénatur oe ‘ 4 eh MO, ....#24£ L Lhe reg Leh 4 heegldhbed. 
02S 0 6 id 
z 35 PHYSICIAN'S F 3 = 
mes2e NAME (Type) ee ee 
FA a 0. BURIAL CREMATION, [22b. OATE THEREOF Zc. NAME OF CEMETERY GfMGREMATORY™ Td. LOCATION (City, town, or county) (Stote) 
j Xf i 
zpege BURTAT” | s-19-1956 | Marvin Chapel Cemty| Frederick Co., Md. 
é 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 


2aa. RI BY REGISTRAR | 24b, REGISTRAR’S SYSNATURE 
‘ x 
dsh t Vid OA 


VS AI Cc. M. Waltz, Winfield, Md 


¥°A nvaung 


95 e onv 


Darsod 


ot 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08180 
8205 CERTIFICATE OF DEATH ee ( 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institutian: Residence before odmission) 
9, COUNTY o. STATE b. COUNTY 


i Carroll wae aryland Balto,Ci \ 
; eee pees ¢. CITY OR Town (If outside corporote limits, write RURAL ond give nearest lawn) 
a Oyeeseiite 2hy.,6mos.,5days Baltimore Yal-4¥ 
* » d. NEUE IGias on {If nat in haspital, give street address} d. STREET ADDRESS e. Pa Rete | 
Springfield state Hospital | 19 N. Monroe Street vs C1 NOL 


3. NAME OF Fint Middle Lost fs DATE Manth boy Yeor 


DECEASED Mary Agnes STARRY Seat August 17 19 56 


5 SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [2 |8. DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR|IF UNDER 24 HRS. 
Female White winoweot] _—oolvorceot} | July 18, 1888 


fox birthday) Min, 
oS. yj 
100. USUAL OCCUPATION kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State or foreign country) 
og 


eral director, 
be filed with 


id 


Pages 10 
(= 


12. CITIZEN OF WHAT COUNTRY? 


3 I We WER ef Hl é Af (= Maryland JS AL TS | U.S.A. 
s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
°° Henry W. Starry Mary T. Langan 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Tike | ee ea - |"springtie1a Hospital records 


1B. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), and (c).] 
PART |. DEATH WAS CAUSED BY: ‘ 
hie IMMEDIATE cause (oy _Septicemia 


INTERVAL BETWEEN 
ONSET AND DEATH 


2 mexy wi: 


Se 


Then please remove corban papers. 


the registrar priar to burial, cremotian, ar removal, ond in any event within 


z DUE TO 


4 Conditions, if ony, which w»__Pyelitis 
£ gave rise to immediate 
s cotse (0), stating the under. ( DUE TO 
= lying couse last. el 
8 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]/ 19, ones 
) 
Convulsive disorder with psychosis. ves] No Gk 


200. ACCIDENT WAS UNDERLYING 2) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Part II af item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


cote has been signed by the attending physicion and completely filled in by 


= 
9 
= 
“4 
= 
& 
& 
o 
2 
=o 
fay 
rd 
= 


he haspitol ar attending physicion. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours after decth. Page 4 


3 
2 
2 
33 20c. TIME OF INJURY Manth, Day, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY [Home, farm, | 20f. (City or town) {County) (Store) 
P78) Hour 0. m. White Not while factary, streel, office bidg.. etc.) | 
= pom. 19 jot work (J ot work [J t 
ae 
3S 21. 1 certify that | attended the deceased from, JULY 1, ., 19.50., to _Auguat 17,., 19.56 that | last saw the deceased 
oe 6 and that death occurred at._1O0AM, from the causes and on the date stated above. 
£e 8 ADDRESS (Street, city or town, stote) DATE SIGNED 
= o,.._ Springfield State Hospital ______ 8/17/56 
ce mcd 
B.u3 PHYSICIAN'S ‘ and 
fd 3 NAME (Type)__ Wa) ther H onnenfeld M.D Sykesville, Maryland, 
B30 Za. BURIAL, CREMATION, | 22), DATE THEREOF, ic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county), (Slote 
i Sees 
Ege LEA~v eee é CU Er. C40 |S 2 f CEM Uc fe. Ks 
= / 5 TT . 2ab, REGISTRAR" ny 
aos! C Wee SLLOK a ay 


Vi G é 


o A NvaItng 


5 ON 


Ff. 
| 
Vee 


Barsosd 


% _— MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


. + 24g CERTIFICATE OF DEATH tee: wt 5151 Ls 


~ ct ae oe 
s we 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insitfion: Residence before admision) 
= E38 eS ei marian |} | /°, STAT p me 04 ay 
4 es zi pon Fa malcom 
£ 5 b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside co ppraye limits, write RURAL ond give nearest town) 
8 ry] ) | RURAL ond give neorest tqwn) i y A, 
e Vali 3 ye. ae LAA ~ Kheetn : 
A i. d. NAME OF HOSPITAL (If not in fa bei pl Qive street oddress) ] d. STREET ADDRESS e. 1S RESIDENCE 7 
3. $9 OR INSTITUTION ON A FARM? 
2 aS Deer Park Road Deer Park Road ves 0 No i 
3 e 
5 . = it 4. DATE M ¥ 
Sl pe DECEASED /} ‘ we OF — Du cor 
a 3 (Type or print) Tes v.99 A had hu U fy’ | DEATH g 1 
c —_ Z a 
5 é 6. COLQR OR RACE [7. marRieD [-] NEVER MARRIED [SFT e. DATE OF BIRTH 9K AGE ln peor df UNDER 1YPAR]IF UNDER 24 HRS. 
es Sir eerey | ‘Months Min. 
wipowen [7] ovorceo ] Heb.6. 1884 72 yn. 

« 100. USUAL era {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY /11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY, 

= juring most of wor “ee life, even if retired) 

3 ed State Of Md. Md. USA 

3 43. FATHER'S a 14. MOTHER'S MAIDEN NAME 

3. 

e 2ceb m Sarah Cookerly 

3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

e 4 Ves, no. er unknown) {IF yen, give wor or dates of tervice) 


Miss Bertha Guise, Spring Grove State Hosp 


INTERVAL BETWEEN 
ONSET AND DEATH 


El 


1B. CAUSE OF DEATH [Enter only one cause per line For (a), (6), and (c}-] 


PART !. DEATH WAS CAUSED BY: 
) Re IMMEDIATE CAUSE (o] 


/ 4 / DUE TO 


Conditions, if ony, which {b 
gove to immediate 


cause (a}, stoting the under ¢ OVE TO em 


tying couse lost. fe} 


Part H, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)]19. Was AUTOPSY 
Yes [] NO 

20a, ACCIDENT Was $ UNDERLYING Ty] 200, DESCRIBE HOW INIURY OCCURRED. {Enter nature of injury in Part | or Part Wt of item 1B.) 

ORC Cl CAUSE OF DEATH 

{IF cieee NOUR? MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, id Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} {Stote} 
Hour a. n. White. __ Not =i factory, street, office bidg., pia 
p.m, jot work [7] at work 


21. | certify that | attended the deceased Lae ey AAD, vee a Se ee :that | last saw the deceased 


alive on___: ee es 12______, and that death occurred ot FM, from the causes and on the d 
ADDRESS ys aimee or town, may 


Then please remave carbon papers. 


MEDICAL CERTIFICATION, 


IR: Afier this certificate has been signed by the attending physicion and completely filled in by 


ached for use as the burial-transit permit. 


he haspital or attending phys 


ACTUAL 
SIGNATUR 


maw, Tames CF Set fe/Z/ 


ee 
Zc. BURIAL, CREMATION, | 220. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMAJORY Wd. LOCATION (City, town.’or county) 
REMOVAL (Specify) 7 
3B 5 rN den Park fo.Md. 
3 4 24a, REC'D BY REGISIRARY | 2éb. REGISHRAR'S SIGNATURE 
@ 2 9 fy 
Pate Usb et Te LL 4 
A ee i AM 


i 


the reglstror prior to burial, cremation, ar removal, and in any event withii 


page 3 should’ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed with 
may be retained 


TO FUNERAL Di 


¥°A nvaung S 


PT OAV 


Bawssd 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
8206 CERTIFICATE OF DEATH 0818 


Reg. Dist. No. 


t es Wek 
% 3 ae ik y A PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission} 
5 8 fo °. b. COUNTY 
“3 Carroll ARRAN aryland Saitimore 
= b. CITY OR TOWN (I outside corporote limits, write] ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
8 a RURAL ond give nearest town) 
‘ * | Sykesville since 10-10-39 Baltimore 23 
_ | d. NAME OF HOSPITAL (IF nat in haspitol, give street address} | d. STREET ADDRESS @. IS RESIDENCE / 
* } OR INSTITUTION ON A FARM? / 
fad Springfield State Hospital 80 S, Bentalou Street yes F]_NO fd) 
£6 3. NAME OF First Middle Lost 4. DATE Month Doy y 
ve 
23 {Type or print Louis Stolte DEATH , 8 21 196 
58 5. SEX 6. COLOR OR RACE |7. MARRIED [f] NEVER MARRIED [7] |B. DATE OF BIRTH V9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
2 st birthday) | Months] Days Min, 
2, M W widowed [J Divorced [J 11-22-72 RD yn. 
oe 
€ oe Wa. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
$3 3 during most of working life, even if retired) B 
Re U barber barber altimore U.S.A. 
O) 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Bernard Stolte Elizabeth Berer 
£ 15, WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
ae {V¥es, no, oF unknown) IF yes, give wor of dates of tervice) fs 
2s unk unkn Hospital records 
38 18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond {ch} INTERVAL BETWEEN 
e PART | DEATH WAS CAUSED Arteriosclerotic heart diseas °years 
5 IMMERSE CRUSE fo otic near sease ye 
= } DUE TO 
Conditions, if ony, which (b} 
gove rise to immediote DUE TO 


ca¥se (0), stoting the under- 
tying couse lost. al 


ees: OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}/19. WAS AUTOPSY 
rain syndr. assoc, with cerebral arterioscler.with psych. reaction YS] NO 
20a. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 3B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, sta haa {City oF town) {County} {Stote} 

Hour a.m. White Not wile factory, street, office bldg., etc.) 

p.m. lot work [] ot work H 


21. | certify that t attended the deceased from._. a Wh, to___Augy 2by----- 19.56. that t last saw the deceased 
alive Sele aera and that death occurred at 8:),0_PM, from the causes and on the date stated above. 


‘ansit permit. 


tor ottending physicion. 
MEDICAL CERTIFICATION, 


R: After this certificate has been signed by the ott 


ached for use os the buriot- 


he hospi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs oft 


=ee , ADDRESS (Streel, city or lown, stote) DATE SIGNED 
ACTUAL Ute. AA : ; 
€ J) [sienatun Mo. Springfield State-Hospital _._.....--. Bm 2156 
Beata PHYSICIAN F 
228 Nane(tyes_Edmund Lusthaus p Syiepmnlle; Mag: 8s 8s ee 
Bo Be CREMATION, | 22b. DATE THEREOF 2c. Now WWE OF CEMETERY OR CREMATORY 7d. LOCATION ae town, or county) (State) 
>5 Bak peee D y; 
on - 
E5 2. ALEZIEA Vo, De IED Lig 
2 


“4 
Z. 


RGOREREE ‘ab. REGISTRAR’ Saarate 
Lateef Er “Li \one 2 3 LL OSA tey Sheen 


a 
borg 


= MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8207 MEDICAL EXAMINER’S CERTIFICATE OF DEATH USt § 3 


2. USUAL RESIDENCE (Where decected lived. If institution: Residence before admission) 


a aRreae att Arg bh, d b. COUNTY 


¢. CITY OR TOWN (IF outtide corporote limits, write RURAL and give neorest town) 
4 


mel 


1, PLACE OF DEATH 
, COUNTY y 


|, cremotion, 


ie. 


eh Ie MARYLAND 


b. CITY OR TOWN {It ovtide corporate limit, write RURAL 
ond oa nacre! town) 


Woodbine 


sory, please exe- 
age 4 should be 


d, STREET ADDRESS: e 3 cee 


a 3 'S 1 -) IN A FARM? 
; ra 

3 8 3. NAME OF i Mi 

3 g seb fe First idle 

a 2 Uyerenern) lozttiode 

= e S. SEX 6, COLOR OR RACE |2-ARARRIED [-] NEVER MARRIED [2] 8. DATE OF BIRTH 

=. £ 


Wrke. Hho) Nlincowep O wore 


10a. USUAL ‘OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPI 
during most of working life, even if retired) 


E {Stote or foreign country) WZ. CITIZEN OF WHAT COUNTRY? 


ch So S Frederick, Md. USA 
14, MOTHER'S MAIDEN NAME 
3 4 2. Bs 7 ae pear Mary Emma: Burdette 
2 Bw peas Lg Sok pi papel peas 16. SQCIAL SECURITY NO. | 17. INFORMANT Address 
3 Ne None Amos 0. Twenty, Sr,, Mt. Airy, Ma, 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for {0}. (b}. ond (c}.] INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: aie IG 


IMMEDIATE CAUSE (0) 


€ 
5 
3 
7. 
3 
= 
3 
2 
2 
9 
2 
a 
3 
£ 
= 
wT 
2 
5 
3 
6 
PY 
2 
z 
5 
g 
* 
2 
8 


ing the ard “pending’ in pencil in Item 18. Give Pages 1, 2, ond 3 to the funeral 
Medicol Examiner's Office olang with form PM3. Poge 5 may be retained for your files. 


£ 

~ ? 

i . , 

3 ot ds DUE TO 

£ Conditions, if ony, which ro] 

3 gove rise to immediote cause 

= {0}, stoting the underlying( OVE TO 

A couse lost. (). 

= Bae is 

3 A PART It, OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19, aed helt 
3 5 YES co NO, 

es ry 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 

mo) & | PRIMARY [] or CONTRIBUTING [] 

a $5 | CAUSE OF DEATH. 

3 3 [foe TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED, 200. PLACE OF INJURY (Hor 1208, (City or town) (County) (tote) 
= 8 Hour a.m. While Not white! foctory street, office bldg. ete) | 

cS 2 p.m. ’ ot work [[] at work ‘ 

D> 

2 


21. | certify that | took charge of the remains described above, held a an Autopsy (J, Inspection Og. Inquiry fa. and find that 
death resulted from: Natural causes [], Accident [J], Suicide J, Homicide LO. Undetermined cause ([]. 


y3, WEA TE SIGNED 
ACTUAL (LPA 4 Ap, CHIEF MEDICAL EXAMINER [] ee 


3s 

$ 
2 
= 
a 
& 
Z 
= 
< 
x 
a 
~ 
< 
FA 
a 
= 
> 
is 
> 
io 
o 
r1 
° 
ie 


ree ———— ASSISTANT MEDICAL EXAMINER 
Rs 5 aes IX DD, lho ap DEPUTY MEDICAL EXAMINER i | 4 és ISL 
2eee NAME (Type) 14, SS & gut SI 
gibt Zio. BURIAL, CREMATION, |22b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or eo Grote) 
CoS moval (Speci) 
2 Aug : amascus Meth Damascus, Md, 
DIRECIOPSSIGNATURE eee 4a, REC'D BY REGISTRAR REGISTRAR'S SIGNATURE F 
vs. AISME(S)  9/"| 4 Damascus, Ma. o / fx (A, 
Date 7) 


Prd LAL. Lid/itft 


5M 9/55. 


